ANAESTHETISTS: OFFICIAL ANNOUNCEMENT p. 


South African 
Medical Journal 


Organ of the Medical Association of South Africa 


S.A. Tydskrif 


vir Geneeskunde 


Vakblad van die Mediese Vereniging van Suid-Afrika 


incorporating the South African Medical Record and the Medical Journal of South Africa 


REGISTERED AT THE GENERAL POST OFFICE AS A NEWSPAPER 


Vol. 26, No. 20 


Cape Town, |7 May 1952 Weekly 2s 6d 


IN THIS ISSUE 
Van die Redaksie : Editorial 


Suigelinge en Loodvergifting 
Infants and Lead Poisoning 
Original Articles 
Coarctation of the Aorta 
The Diagnosis of Virus Pneumonia 
Burns 


New Preparations and Appliances In Passing 
Correspondence Association News : Verenigingsnuus 
Official Announcements : Amptelike Aankondigings Abstract 


Support Your Own Agency Department (P. xxxiii) 
Ondersteun u Eie Agentskap-Afdeling (Bi. xxxiii) 


Professional Appointments (Pp. xxxiv, xxxv) 


FLUID REPLACEMENT THERAPY WITH 


Polyvinylpyrrolidone Solutio 
n 


To restore and maintain the circulatory volume in acute nemorrhage, burns and other con- 
ditions of shock or dehydration. 


*®NON-TOXIC *NON-ANTIGENIC *NON-PYROGENIC *READILY AVAILABLE 


Standard British transtusion botties of 540 c.c. in cartons of 4. came 
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that’s acceptable— 
—to the physician 
—to the fastidious woman 


ORTHO-GYNOL 


A water dispersible, stable and easily used contraceptive jelly. 
Containing a new dispersing agent which spreads to 10 times 
greater dispersion. Possessing instant ——— properties in 
addition to mechanical prevention. Absolutely non-irritati 
and buffered to maintain a PH value of 4.5. Can be used wit 

the Ortho-measured dose-applicator. 


ORTHO-CREME 
Spermicidal vagina! cream. Slightly perfi i ly effective. 


ORTHO-DIAPHRAGM 


Carefully planned to provide an effeciive mechanical barrier, and 
to give ease and comfort in use. with long life. Made in nine graded 
sizes to ensure correct fit for every patient. 


ORTHO ESSENTIAL SET 


The Diaphragm /Jelly or Diaphragm/Cream technique of contra- 

ception combined in a single unit for convenient prescription. 

Contains full-size tube of Ortho-Gynol (or Ortho-Creme) Ortho 
Diaphragm and Diaphragm Introducer. 


When in your judgment contraception is indicated, these 
Ortho products can be prescribed with the certainty of 
protection acceptable to the most fastidious woman. 


Makers of Gynaecic Pharmaceuticals. 


limited 


Sole Distributors: Johnson & Johnson, (Pty.) Lid., P.O. Box 727, East London. 
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For the patient requiring frequent Sedation, 


cate narcotics, but require medication which 
will safely and efficiently quiet the hyper- PERIODS 
excitable nervous system. 
For the nervous patient requiring prolonged 
sedative medication, many physicians are finding 
this desired combination of effectiveness plus 
tolerance in 


TABLETS PASSIPHEN 
Each tablet contains 


“ McNeil ” 


I gr 
1/4 gr. 
Extract Hyoscyamus.......... 18 gr 


Sugar-Coated Orange 


PASSIPHEN 


A Clinically Proven Formula 


Tablets Passiphen ‘“ McNeil” contain only 
proven antispasmodic-sedative drugs in syner- 
gistic proportions. They are not hypnotic, 
have practically no cumulative action and do 
not cause mental dullness. 


Indications 


Because they may be administered over 
long periods without toxic effects, Tablets 
Passiphen “‘ McNeil” have been suggested for 


CLINICALLY PROVEN serous nypertension 


Pylorospasm 
F O R M U a A Menopausal nervous disorders 
Pre- and post-operative sedation 
Hysteria and neuroses 
Insomnia 
SOUTH AFRICAN DISTRIBUTORS: 


WESTDENE PRODUCTS (PTY.) LTD. Supplied in bottles of 100, 500 and 1,000. 
P.O. Box 7710 JOHANNESBURG Phone 22-4941 


~ = 
iii 


S.A. MEDICAL JOURNAL 17 May 1952 


THE CHEMOTHERAPY OF TUBERCULOSIS WITH P.A.S. 


‘PASHETS’ 


THE SHORT NAME FOR *PARAMISAN’ CACHETS 


maintain the co-operation of the patient 


tering P.A.S. in large doses over long periods accentuates 


The necessity of admin 
Presentation in the form of 


the importance of maintau 

SACHETS is the answer Sachets 
jay. They are surprisingly easy to swallow and leave no unpleasant taste in the 
mouth. Consider these further advantages :— 


ng the patient's co-operation 
contain 1.5g., which means less * swallows '’ per 


ABSOLUTE FRESHNESS : PASHETS' bring the drug fresh to the 


patien 


ACCURATE DOSAGE -PASHETS’ contain a ready measured 


accurate dose 


CERTAIN LIBERATION -PASHETS’ disintegrate quickly when 


swallowed, thus ensuring rapid and certain liberation of the drug 


EFFICIENT AND ECONOMICAL :PASHETS’ are simple to 


handle from dispensary to patient. No weighing or measuring — no 
bottle washing—no decomposition—no waste 


IDEAL FOR DOMICILIARY TREATMENT -PASHeTs’ are 


easy to dispense, convenient to carry, accurate and simple to take 


Without doubt an efficient and acceptable form of presentation for the patient and the 
staff. The truly economical way to buy and administer P.A.S 


‘PARAMISAN?® 


CACHETS CONTAINING 1|.5g. SODIUM para-AMINOSALICYLATE 
MOISTURE-PROOF WRAPS OF 10 IN CONTAINERS OF 500 ‘PASHETS’ 


‘PASHETS’ & “PARAMISAN" are the Trade Marks of 
HERTS PHARMACEUTICALS LTD., WELWYN GARDEN CITY, ENGLAND 


Further information from: 
BRITISH CHEMICALS & BIOLOGICALS (S.A.) (PTY.) LTD. 


259 Commissioner Street, JOHANNESBURG Box S788 
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Blades ... 3/9d. pkt. of six 


Stocked by all reliable 
Surgical Instrument Depots 


Bard-Parker regards the sale of 
B-P RIB-BACK BLADES as not the 


end of a transaction, but as the 
beginning of an obligation, 
shared equally by the factory 


and the dealer, to deliver to the 
buyer the utmost that sas been 
built into those blades 


GURR SURGICAL 
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in Ameebiasis.. . 


one out of six patients 


showed no symptoms 


but all 34 patients in this study carried 
Endamceba hystolytica' in their stools! Five 
were classified as asymptomatic and 18 were 
“persons with such poorly defined symptoms 
that they would not normally seek medical 
assistance ... '’ but stool examination proved 
that all had amoebic dysentery. 

In these instances, a course of treatment 
with Milibis and Aralen was completely suc- 
cessful. Milibis—bismuthglycolylarsanilate—a 
new intestinal amcebacide, is one of the most 


powerful of the drugs commonly used against 


Endameeba hystolytica.* 


low that side effects are virtually unobserved. 


Yet its toxity is so 


Aralen (chloroquine) diphosphate has been 
shown to exert a specific action on extra- 
intestinal amoebiasis. The combination of 
Aralen with a superior intestinal anti-amoebic 
drug such as Milibis furnishes adequate treat- 


ment of any amoebic infection. 


HOW SUPPLIED: 


Milibis, tablets of 0.5 Gm; bottles of 24; 


Aralen, tablets of 0.25 Gm; tubes of 10 and 
bottles of 100. 


MIL IBIS —smatacide ... high potency ... low in side effects 


ARALEN . .. for extra-intestinal amebiasis 


(Pty.) Ltd. 


‘Towse, R.C; Berberion, D.A; and Dennis, E.W: New York State jour. Med.: 50:2035, Sept. 1950. 
"“Berberian, D.A; Dennis, E.W; and Pipkin, C.A; Am. Jour. Trop. Med.: 30:613, Sept. 1950. 
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Adequate 
added 


Anecessity for a well balanced 
infant formula 


Added carbohydrate plays an essential 
role in the infant formula. In adequate 
amounts, carbohydrate: 
1. Permits normal metabolism of fat, thus 
preventing acidosis. 
2. Promotes optimum weight gain. 
3. Allows protein to be used to build new 
tissues rather than to provide calories. 
4. Encourages normal water balance. 
Cow’s milk—Dextri-Maltose® formulas, 
successful for 40 years, provide optimum 
amounts of protein, fat and carbohy- 
drate. In accordance with recommenda- 
tions of authorities, approximately 15% 
of the calories are supplied by protein, 
35% by fat, 50% by carbohydrate. 
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Hiz 


(Cc, Hio O;) 


Cia On 


A typical formula for a 4-month- 


old infant would consist of 12 oz. 


evaporated milk, 20 oz 


lorie distribution 


EVANSVIELE 21, 


7 water, 6 tbsp. Dextri- Maltose.Ca- 
Ba 


protein, 


South African Trade Enquiries: Johnson & johnson (Pty.) Ltd., P.O. Box 727, East London 


b« nled 


15%; 


fat, 39%; carbohydrate, 46%. 


MEAD JOHNSON & CO. 
InN D., 


U. 8. A. 


17 Mei 1952 vil 
| 
+-= 4 
a 
a “hy AY "$56 
7 


S.A. MEDICAL JOURNAL 17 May 1952 


the way 

to 

give 
phenobarbitone 
to children 


ESKAPHEN B ELIXIR 


is the ideal phenobarbitone preparation for children because: 
Its fluid form makes it easy to take. 
Its good taste makes it pleasant to take. 
Its mild, calming action is supplemented by the 
tone-restoring effect of aneurine hydrochloride. 
EskAPHEN B ELrxir is compatible with the other isolated factors 
of the B Complex, and, consequently, may be fortified, if desired, 
with additional amounts of the B vitamins. 


ESKAPHEN B ELIXIR 


the delightfully palatable combination of phenobarbitone and Vitamin B, 


PHARMACAL PRODUCTS (PTY.), LTD. Dieset Street, Port Elizabeth, C. P. 


tr SMITH KLINE & FRENCH INTERNATIONAL CO. Owner of the trade mark ‘Eskaphen B’ 
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PONDON 


PHARMACOLOGICALLY 


DETOXIFIED 
THYROID 


FOR THE TREATMENT OF 


OBESITY 
MYX@DEMA 


AND 
ALLIED ENDOCRINE 
DYSFUNCTIONS 


These side effects do NOT arise with APONDON 


APONDON treatment does not interfere with sleep or normal daily 
activities 
Bottles of 25 and 500 pills 


For further information and samples apply to our Agents: 
LENNON LIMITED, P.O. Box 8389, JOHANNESBURG 


VERITAS DRUG COMPANY LIMITED | 
LONDON AND ENGLAND 
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P.O. Box 2383 
Durban 
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ACTH-ORGANON 


Now available in 10 i.u. ampoules and 25 i.u. rubber 
capped vials. 


ACTH-ORGANON MAY BE INJECTED SUBCUTAN- 
EOUSLY AS WELL AS INTRAMUSCULARLY. 


A leaflet discribing the intravenous use of ACTH is 
available on request. 

ACTH-Organon is supplied complete with ampoules 
of solvent. 


Literature and further information available on request. 


(eo) rcanon LABORATORIES LTD., 


LONDON 


\ 
ee South African Distributors: 


sn 


P.O. Box, 256, Johannesburg 


P.O. Box 568 P.O. Box 789 
Cape Town Port Elizabeth 
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PREVENTION 
IS BETTER THAN CURE 


———=> PROPHYLAXIS: When disregard of warning signals such as fatigue, loss 
of appetite and general debility, invites respiratory i i then 
Waterbury’s Compound will indeed prove timely. 

GENERAL THERAPY: Waterbury’s Compound will stimulate appetite, 
help to improve the blood picture and heighten that rather indefinable 
state known as a sense of well-being. 

THE INTRACTABLE COUGH: The creosote and guaiacol in Water- 
bury’s Compound will prove a therapeutic boon. The cough soon loosens 
and gradually diminishes in frequency. 

CONVALESCENCE: Convalescence is still a few stages removed from 
complete recovery. It is best ° 

to continue prescription of ’ 
Waterbury’s Compound un- W A T E R B U a Y § 


til danger of relapse is past. 


warner co. (ery) C 0 M PO U N D 


6-10 Searle Street, Cape Town. 
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ANASTHETIC ETHER 


Manufactured by 


THE NATAL CANE BY-PRODUCTS {10. 
OF MEREBANK 


Guaranteed to conform to 
the requirements of the 1948 
British Pharmacopceia and the Speci- 
fication of the South African Bureau 
of Standards. Equal to the finest 
imported Ether. 


In cases, each containing 
12x | Ib. Amber Coloured Bottles, ‘ 
similar to those used in Europe. of the teatime bell 


For further information please write to the seiling Agents 


| G. SMiTH CO. LTD, But the motorist 


301 Smith Street, P.O. Box 43, Durban only dreams of . . 


rg. .O. ‘own. 
and SHELL MOTOR OIL 


Box 352, London, 
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*TRILEN E’ in Obstetrics 


Tri blorcethylene 


Widely used as an analgesic and 

anaesthetic, ‘Trilene’ has valuable advantages 

in obstetrics for relieving the 

pain of labour. 

* Produces and maintains an adequate and 
constant plane of analgesia 
Safe for mother and child 
Swift recovery without ill-effects 
Administered with simple and portable 
apparatus 


Inexpensive in use. 


Containers of 250 ¢.c., 500 c.c. 
Crushable ampoules of 1 c.c., 
boxes of 5. 

Ampoules of 6 c.c. in containers of 
1, 5 and 25. 


Literature and further information 
available, on request. 


The ‘Trilene’ Inhaler illustrated above 
is the HYATT Inhaler, available from 
local stocks at £21.5.0., carriage paid. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
4 subsidiary company of Imperial Chemical Industries Limited WILMSLOW, MANCHESTER 


Distributed by: 1.C.1. SOUTH AFRICA (PHARMACEUTICALS) LIMITED 
PAN AFRICA HOUSE, 75 TROYE STREET, P.O. BOX 7796, JOHANNESBURG 
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COARCTATION 


S. GRIEVE, 


This congenital maliormation, consisting of significant 
narrowing of the arch of the aorta, or of the descending 
portion of the thoracic aorta, or of both, has been described 
since the middle of the eighteenth century. 

Approximately 400 cases have been recorded, the 
more usual complications being congestive cardiac 
failure, rupture of the aorta, intravascular bacterial 
infections and intracranial lesions such as subarachnoid 
haemorrhage.'*: 

Aortic rupture causes death in approximately 17% of 
cases of coarctation of the aorta. The most frequent 
lesion is a dissection of the coat of the aorta usually 
originating in the ascending portion. In a far smaller 
group the dissection takes place below the level of the 
coarctation. The site of rupture in the ascending aorta 
varies, but commonly occurs within 2 inches of the aortic 
cusps.© The extravasation of blood may occur into any 
site in the superior mediastinum but the pericardial sac is 
frequently involved. Such intra-pericardial haemorrhage 
is usually rapidly fatal, but a small number of cases has 
been recorded in which the initial rupture did not prove 
fatal and further haemorrhages occurred before death 
ensued,.'; 

The following case of coarctation of the aorta is note- 
worthy in that rupture following a dissecting aneurysm 
took place, with resultant gross haemo-pericardium. The 
patient survived this, but succumbed 40 hours later to a 
further haemorrhage with cardiac tamponade. 


CASE REPORT 


J. J.. a Bantu male aged 18, was admitted to a medical 
ward at 8.30 a.m. on 21 February 1951, complaining of 
severe pain in the right lower chest anteriorly and in the 
right hypochondrium. This pain had commenced at 
6.30 a.m. the same morning on his way to work in a bus. 
Shortly after the pain began he had fainted and was 
unconscious for a few minutes. He was then brought to 
hospital and while in casualty again lost consciousness, 
being then admitted to the ward. He was unconscious on 
the second occasion for about 8 minutes. The patient's 


father said that the patient had been born and had grown 
up in Sophiatown Native township, Johannesburg. He 


OF THE AORTA 
WITH TERMINAL HAEMOPERICARDIUM 


M.B., B.CH., 


Coronation Hospital, Johannesburg 
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M.R.C.P. 


had never been away from home and had attended school 
until 18 months before, being of average intelligenee. On 
leaving school he had found fairly heavy manual work 
in a factory. He had done this work satisfactorily. He 
had always appeared well, had played games effortlessly 
and had had no previous illnesses apart from the usual 
childhood ailments. 

At 8.30 a.m., when seen in the ward, about 2 hours 
after the onset of symptoms, he was mentally confused 
and complained of extremely severe sharp, stabbing pain 
in the right lower chest and upper abdomen. 

He was a young Bantu male of average physique for his 
age. His weight was 116 lb. and his height was 5 feet 
6 inches. He looked extremely ill, being markedly 
dyspnoeic and rather pale. The temperature was 98.2° F, 
the pulse was 108 beats per minute and the respirations 
were 34 per minute. The patient showed signs of mild 
peripheral failure, the pulse being rapid and weak, and 
the extremities cold. The blood pressure in the right arm 
was 88/68 mm. Hg and in the left arm 92/66 mm. Hg. 
The blood pressure in the legs was not taken. Pulsus 
paradoxus was detected on the sphygmomanometer, but 
this was difficult to palpate because of the small tension 
of the pulse. The venous pressure in the neck veins was 
raised, with slight pulsation in these veins. 

The heart was not obviously enlarged, a split first sound 
was present at the apex, the sounds were fairly loud and 
the cardiac impulse was easily palpable. A friction rub 
was audible down the left side of the sternum. The 
respiratory system was normal, no mediastinal shift being 
present. The liver was 2-3 fingers enlarged, very tender 
and it was difficult to palpate the edge because of volun- 
tary guarding. The spleen was not palpable and no abnor- 
mality was found in the central nervous system. The optic 
discs were normal. 

The white blood count showed 20,000 cells per c.mm. 
The venous pressure was 19 cm. H,O. The blood urea 
was 28 mg. per 100 c.c. The arm-tongue circulation time 
(saccharin) was 12 seconds. The specific gravity of the 
urine was 1,020, a moderate amoust of albumin was 
present and 2-3 granular casts per high-power field were 
seen. The Fantus test showed 4 gm. per litre. A blood 
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count at Il a.m. the same morning gave the following 

values: 
Haemoglobin : 
Colour index: 
Erythrocytes 


0.91. 

5,090,000 per ¢c.mm 
Leucocytes: 9,000 per c.mm. 
Polymorphs: 79%. 

Monocytes: 7%. 

Lymphocytes: 14%. 

B.S.R. (Wintrobe): 7 mm. per hour 
Prothrombin index: 97", 


Fig. 1. Radiograph of chest showing enlarged heart 
with absence of aortic knuckle. No mb notching seen. 
Fig 2. Post-mortem specimen showing coarctation of 
aorta, rupture of aorta with dissection and left ventricular 


».A.—Dissection of aorta with blood 
R.A.—-Rupture of aorta. 

L.V.H.--Left ventricle hypertrophied 


clot 


A teleradiogram of the chest (Fig. 1) showed the heart 
to be markedly enlarged with much widening of the 
superior mediastinum. No notching of the ribs was seen 
and the aortic knuckle was not obvious. An electrocardio- 
gram showed the rate to be 123 beats per minute, the ST 
segment was 2 mm. above the iso-electric line and the T 
wave was upright except in lead A.V.R. 

A provisional diagnosis of an acute pericardial effusion 
with 2 attacks of tamponade was made. Tuberculosis was 
considered a likely etiological agent and antibiotic therapy 
(Streptomycin and Penicillin) was commenced. To raise 
the diastolic filling pressure, 500 cc. of blood were 
administered very slowly over a period of 12 hours. No 
untoward reaction occurred, the blood pressure rising to 
126/84 mm. Hg in both arms. 

The patient appeared considerably improved the follow- 
ing morning. The pulse was 108 beats per minute, the 
blood pressure was 120/86 mm. Hg, dyspnoea was not so 
marked and the tenderness over the liver had diminished. 
Pulsus paradoxus was still present and a soft blowing 
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systolic murmur had appeared down the left side of the 
sternum. The friction rub was no longer audible. In 
view of the improvement in the condition of the patient 
it was now decided to screen him. The gross enlargement 
of the heart in all directions was confirmed and pulsation 
was seen at the base of the heart only, especially on the 
right side. Tilting the patient produced some widening 
of the basal heart shadow. The oblique views produced 
no further information. 


These findings were thought to confirm the diagnosis 
of an acute pericardial effusion and paracentesis was then 
carried out. The venous pressure was 12 cm. H,O and 
the intrapleural pressure was —4 to —1 cm. H,O. Peri- 
cardial aspiration was performed in the fifth left interspace 
}-inch medial to the lateral border of cardiac dullness. 
The pericardium was not thought to be unduly thick and 
immediately under this the ventricle was beating strongly. 
Two specimens of fluid were withdrawn and, as both of 
these appeared to be blood, the procedure was abandoned. 
Neither of the specimens clotted and the haemoglobin 
contents were 74% and 84%. The electrocardiogram 
showed no change after this procedure. It was then 
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decided to watch the patient as he appeared to be fairly 
comfortable. No change occurred in his condition until 
midnight when he suddenly sat up in bed, screamed and 
died. 

(DR. R. SHAPERA) 


This was performed 10 hours after death. The parietal 
pericardium was distended and on opening it a large amount 
of dark clotted blood was found. The visceral pericardium 
under this appeared quite healthy. The heart (Fig. 2) showed 
well-marked hypertrophy of the left ventricle, the wall being 
| of an inch in width. The coronary vessels were normal. In 
all other respects the heart appeared normal. A _ well-marked 
coarctation was found in the aorta just beyond the origin of 
the left subclavian artery. The ductus arteriosus was com- 
pletely fibrosed, only a small cord remaining. Two inches 
from the aortic cusps in the ascending aorta, a 3-inch 
longitudinal tear with extravasation of blood into the adven- 
titia trailing into the pericardial cavity, was present. There were 
4 radiating tears from the main longitudinal tear. The dis- 
secting aneurysm extended, by a splitting of the media, from the 
root of the aorta for 3 inches to form a cuff-like sheath of 
blood. At a point in the aorta opposite the origin of the 
dissection, the blood ruptured outwards into the pericardial 
cavity resulting in a haemopericardium which was the imme- 
diate cause of death. The right posterior aortic cusp was 
fenestrated. There was no evidence of subacute bacterial 
endarteritis or endocarditis. 

The right lung showed a small localized patch of atelectasis 
in the lower lobe. The left kidney showed multiple small 
infarcts. There was no gross abnormality detected in any of 
the vessels, including the circle of Willis. The liver was 
enlarged and congested 

Microscopy The aorta presented the features of an 
Erdheim type of medio-necrosis and rupture of intima and 
media. The kidney showed the presence of small infarcts. 
The pericardium showed a chronic adhesion whilst the under- 
lying myocardium showed fibrosis. 


AUTOPSY 


DISCUSSION 


In this case the patient probably had 2 incidents of 
haemorrhage into his pericardium before admission to 
hospital. These were manifested by his fainting attacks. 
He improved considerably and lived for a further 40 hours 
before the final haemorrhage which killed him. 

The absence of any symptoms before the final incident 
is unusual. This patient had apparently carried out fairly 
heavy manual work without experiencing any discomfort. 
Although 25%, of these patients die before the age of 20 
vears,* few cases have been recorded where symptoms 
were absent until the final event occurred. There appeared 
to be little development of a collateral circulation although 
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the stricture of the aorta was well developed. Notching of 
the ribs, described as the most constant finding in coarcta- 
tion of the aorta,’ was not present in this case. The 
absence of clinical hypertension can be accounted for by 
the haemorrhages, but the kidneys did not show evidence 
of gross damage as evidenced by the blood urea and the 
urinary findings. The presence of infarcts in the left 
kidney is difficult to explain, but there was certainly no 
evidence of subacute bacterial endarteritis or endocar- 
ditis. Although the aortic valve was not bifid, a finding 
in 25% of cases of coarctation of the aorta,‘ it was 
abnormal in that one cusp was markedly fenestrated. The 
presenting symptom of right-sided pain may have been due 
to the fact that the lower third of the pericardium is 
supplied by the phrenic nerve and that the pain, caused 
by distension of the pericardium, was referred to the 
diaphragm. There was, however, no shoulder tip pain 
The pain may also have been produced by sudden disten- 
sion of the liver 
SUMMARY 


1. A case of coarctation of the aorta with repeated 
intrapericardial haemorrhage consequent on rupture of a 
dissection of the aorta is described. 

2. The associated abnormalities are discussed. 

3. The lack of evidence of a collateral circulation is 
emphasized 

4. The condition of coarctation may be completely 
symptom-free until a terminal complication arises. 


| wish to thank Dr. V. D. Gordon, superintendent of 
Coronation Hospital, for permission to publish this report; 
Dr. R. Shapera, of the Department of Pathology, University 
of the Witwatersrand, for the autopsy and microscopical 
reports; and Dr. A. D. Bensusan, who was responsible for the 
photographs. I am also indebted to Dr. L. J. Grek for his 
advice and helpful criticism. 
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B. M. Tordoir (1949): 
Children During the War Y ears 


Anorectal Prolapse in 
J. Dis. Child., 78, 671 


There increase in the number of external 


was a 


shar 
anorectal prolapses 4 children in the Netherlands during the 
war years; the same observation was made in other European 
countries. 

The author treated these 9 at first by operation (wire- 


ring method of Thiersch), but in the later war years several 
circumstances forced him to use the ambulatory injection 
treatment with quinine and urea hydrochloride in most cases 
He used the following prescription 

Quinine hydrochloride: 2.290 gm. 

Urea (pure): 0.370 gm. 

Hydrochloric acid, tenth normal: 54 ml. 

Aq. dest. (ad): 100 ml. 
This solution was sterilized and ny up in ampoules of § ml. 

This method was introduced by Gaume (1939) and many 


others have since confirmed the good results obtained in 
children. Tordoir used the following technique: The patient 
was placed in the dorsal lithotomy position and the prolapse 
was--if necessary—reduced. With the surgeon's left index 
finger inside the lumen of the rectum four injections—-one in 
each quadrant—of quinine and urea hydrochloride (4 ~ 1.25 
nl.) were given. The needle was inserted through the skin 
ipproximately 2.5 cm. lateral to the anal margin. Guided by 
the surgeon’s finder inside, the needle was driven upward 
until its point was felt. Beneath the mucosa a depot was 
injected Injection into the sphincter muscle had to be 
avoided. In this way an excellent fixation of the rectum in 
the hollow of the sacrum was obtained by the resulting plastic 
periproctitis, For a few children it was necessary to repeat 
the myection. 

Eleven children were treated in this way and there have been 
no recurrences. In three cases a second injection became 
necessary within two weeks of the first. 
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VAN DIE REDAKSIE 


SUIGELINGE EN LOODVERGIFTIGING 


‘n Onlangse berig in die lekepers' het die aandag gevestig 
op die tragiese dood van ‘n kind aan loodvergiftiging as 
gevolg van die lek aan die verf waarmee die ouers sy 
kinderbedjie en speelhokkie versier het. Benewens die 
noodlottige geval was ‘n jonger broer (2 jaar oud) ook 
vergiftig en in albei gevalle was die kliniese prentjie een 
van spierkwyning. 

Kinders en suigelinge word gewoonlik vergiftig deur 
absorbering van lood deur die spysverteringskanaal. By 
suigelinge is die algemeenste bron geverfde speelgoed, 
houtwerk, tepeldoppe en kleuringstowwe. Hulle lek, byt, 
kou en knaag daaraan, veral wanneer hulle tande kry. 
R. Cannon Eley* sé dat ie mees algemene gevaar nog 
steeds van verf afkomstig is’. 

Die gevaar van hierdie soort van loodvergiftiging is baie 
reéel. Hedendaagse Amerikaanse en Engelse handboeke 
oor medisyne en pediatrie beskou dit nie as buitengewoon 
of onwaarskynlik nie. Gedurende die dekade eindigende 
1933, was 72 kinders tussen 1-3 jaar oud wat aan lood- 
vergiftiging ly tot die Bostonse Kinderhospitaal toegelaat 
Eley (sprekende van die Verenigde State) het ook daarop 
gewys dat vervaardigers van kinderspeelgoed en kinder- 
bedjies, bewus van die gevaar van loodvergiftiging, nie 
meer loodbevattende verf met die afwerking van hierdie 
artikels gebruik nie. .Nogtans is die gemiddelde ouer nog 
grootliks onbewus van hierdie gevaar, of van die uitwerking 
van lood op suigelinge en kinders en in baie gevalle word 
loodverf gebruik om speelgoed en kinderhuisraad oor te 
verf. So word die mees algemene bron van loodvergifti- 
ging aan die eenkant sorgvuldig beheer, maar aan die 
anderkant bly dit onbelemmerd voortbestaan.’ 

Suigelinge skyn besonder vatbaar vir die giftige uit- 
werkings van lood, en hulle mag, derhalwe, deur baie 
klein hoeveelhede vergiftig word. Die prognose word as 
algemeen onbevredigend beskou. Harsingaandoenings 
kom by 50% van die aangetaste suigelinge voor en die 
helfte van hulle sterf. Dit was in die verlede gesé dat 
kinders wat aan ligte of sluimerende vorms van loodver- 
giftiging ly gewoonlik heeltemal herstel sonder nablywende 
gebreke, as die bron van die gif verwyder word, hoewel 
daar onlangs twyfel uitgespreek is oor hierdie opvatting. 
Een langtermynstudie het getoon dat van 20 kinders wat 
gedurende hulle suigelingsjare ligte tekens van loodvergif- 
tiging getoon het, 19 verstandelik vertraag was of 3 tot 9 
jaar later cen of ander spesifieke gebrek in hulle verstan- 
delike ontwikkeling openbaar het. Nie een van hulle het 
tekens van ernstige akute harsingonisteking getoon nie. Dit 


. Cape Times, 23 Januarie 1952. 
2. R. Cannon Eley (1948): The Child in Health and Disease 
Geredigeer deur Clifford G. Grulee en R. Cannon Eley. 
966. Baltimore: The Williams and Wilkins Co 
3. Diseases of Children (1949): Geredigeer deur Donald 
Paterson en Alan Moncrieff, 4de druk, Vol. 2, bi. 121. 
Londen: Edward Arnold & Co. 
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EDITORIAL 


INFANTS AND LEAD POISONING 


A recent report in the lay press' drew attention to the 
tragic death of a child from lead poisoning as a result 
of licking the paint with which the parents had decorated 
his crib and play-pen. Apart from the fatal case, a younger 
brother (2 years old) was also poisoned and in both 
instances the clinical picture presented as a muscular 
dystrophy. 

Children and infants are usually poisoned by absorption 
of lead from the gastro-intestinal tract. In infants, the 
commonest sources are painted toys, woodwork, nipple 
shields and colouring materials. These they lick, bite, 
chew and gnaw, especially when teething. R. Cannon 
Eley * states that ‘the most common hazard continues to 
be from paint’. 

The danger of this type of lead poisoning is very real 
Contemporary American and English textbooks of 
Medicine and Paediatrics do not regard it as rare or 
unlikely. In the decade ending 1933, 72 children between 
1-3 years old were admitted to Boston's Children’s Hos- 
pitals suffering from lead poisoning.” Eley (speaking of 
the United States) has also pointed out that manufac- 
facturers of children’s toys and cribs, aware of the danger 
of lead poisoning, now do not employ lead-containing 
paint in the finishing of these articles. ‘However, the 
average parent is still largely unaware of this hazard, or 
of the effect of lead on infants and children, and more 
often than not will employ lead paint in re-painting toys 
and children’s furniture. Thus the most common source 
of lead poisoning is carefully controlled at one point, but 
continues unabated at another.’ * 

Infants seem to be unduly susceptible to the toxic effects 
of lead and they may, therefore, be poisoned by very 
minute amounts. The prognosis is regarded as being 
generally unsatisfactory. Encephalitic manifestations 
occur in 50", of affected infants and half of these die. 
‘It has been stated in the past that children who have mild 
or latent forms of lead poisoning usually recover com- 
pletely without residual defects if the source of the poison 
is removed, although recently some doubt has been cast 
on this concept. One long-term study has shown that of 
20 children who had mild evidences of lead poisoning 
during infancy, 19 were mentally retarded or manifested 
some specific defect in mental development 3 to 9 years 


. Cape Times, 23 January 1952. 

. R. Cannon Eley (1948): In The Child in Health and Disease. 
Ed. by Clifford G. Grulee and R. Cannon Eley, p. 966. 
Baltimore: The Williams & Wilkins Company. 

3. Diseases of Children (1949): Ed. by Donald Paterson and 
Alan Moncrieff, 4th ed., Vol. 2, p. 121. London: Edward 
Arnold & Co. 
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wil voorkom dat alle gevalle van loodvergiftiging, lig of 
ernstig, ten opsigte van hulle daaropvolgende verstandelike 
ontwikkeling, sorgvuldig dop gehou moet word.’ * 

Die voorkoms van loodvergiftiging by jong kinders in 
Suid-Afrika is nie bekend nie en sal klaarblyklik uiters 
moeilik wees om te bepaal. Suid-Afrikaanse mediese prak- 
tisyns het werklik die mening uitgespreek dat die omstan- 
digheid raar en die moontlikheid vergesog is want dis 
moeilik om te begryp dat kinders lood kan inkry deur aan 
droé verf te lek. Die beskikbare getuienis is, natuurlik 
presies die teenoorgestelde, en dit sal heeltemal verkeerd 
wees om by ouers ‘n valse sin van veiligheid omtrent die 
huishoudelike gebruik van verf vir die opknapping van 
hinders se speelgoed, bedjies, ens., aan te moedig. 

Sover ons bewus is, bestaan daar geen wetgewing in hier- 
die land om die gebruik van loodverf met die afwerk van 
artikels vir gebruik deur suigelinge of jong kinders te beheer 
nie. Inderdaad sal dit uiters moeilik wees, indien nie 
onmoontlik nie, om sodanige wetgewing in te dien. Daar 
moet vertrou word op die moraliteit en gewete van ver- 
vaardigers van artikels wat vir die gebruik van baie jong 
kinders bedoel is; maar daar is tot ‘n sekere mate hulp 
vir hierdie taak, omrede die feit dat emalje-verf, onder 
normale omstandighede nie met loodbevattende kleur- 
stowwe vervaardig word nie. Dit word vervang met 
ttamum dioksied. In vernisse is daar natuurlik nie lood nie. 
Op die oomblik egter, weens die uiterste tekort en, van 
tyd tot tyd, onverkrygbaarheid van titanium dioksied, kan 
‘n mens nie seker wees dat alle vorms van emalje-verf 
sonder lood is nie. Aangesien die gevaar geensins gering 
is mie, en aangesien die kliniese openbaring van loodver- 
giftiging by suigelinge uiters veranderlik mag wees, moet 


ouers wat hulle verfwerk doen aangespoor word om seker 
te maak dat die verf wat hulle gebruik nie lood bevat nie. 


Bedagsame voorkoming kan baie aaklige tragedies 
verhoed en dit sal verkeerd wees om rapporte oor lood- 
vergiftiging by suigelinge as ,uitermate oordrewe’ te beskou. 


4. Miutchell-Nelson se Texthook of Pediatrics (1950): Geredi- 
geer deur Waldo E. Nelson, Sde druk. bl. 756. Philadel- 
mhia en Londen: W. B. Saunders Co. 
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later. None of them had had evidences of severe acute 
encephalopathy. It would seem that all cases of lead 
poisoning, mild or severe, must be watched with concern 
in regard to their subsequent mental development.’ * 

The incidence of lead poisoning in young children in 
South Africa is not known and would obviously be 
extremely difficult to determine. South African medical 
practitioners have actually expressed the opinion that the 
condition is rare and the possibility ‘ far-fetched’ because 
it was difficult to imagine that children could absorb lead 
by licking dry paint. The available evidence is, of course. 
precisely to the contrary, and it would be quite wrong to 
encourage in parents a false sense of safety about the 
domestic use of paint for decorating children’s toys, cots, 
etc, 

As far as we are aware, no legislation exists in this 
country to control the use of lead paint in the finishing 
of articles for use by infants and young children. Indeed, 
it would be extremely difficult, if not impossible, to 
introduce such legislation. Reliance must be placed on 
the morality and conscience of manufacturers of articles 
intended for use by very young children; but the task is 
aided to some extent by the fact that enamel paints, in 
normal times, are not manufactured with lead-containing 
pigments. These are replaced by titanium dioxide and zinc 
oxide. Lead, of course, is absent from lacquers. 

At present, however, because of the extreme shortage 
and, from time to time, unprocurability of titanium 
dioxide, one cannot be certain that all forms of enamel 
paint are without lead. As the danger is by no means 
remote, and as the clinical manifestations of lead 
poisoning in infants may be extremely protean, parents 
who do their own painting should be urged to make 
certain that the paint they are using does not contain lead. 

Intelligent anticipation can prevent very dire tragedies 
and it would be wrong to regard the reports of lead 
poisoning in infants as ‘highly exaggerated °. 


4. Mitchell-Nelson’s Texthook of Pediatrics (1950): Ed. by 
Waldo E. Nelson, Sth ed.. p. 756. Philadelphia and 
London: W. B. Saunders Company. 


THE DIAGNOSIS OF VIRUS PNEUMONIA 


G. REGINALD CrawsHaw, M.D. (Vict.), F.R.C.S. (ENG.) 


Thoracic Surgical Unit, Johannesburg Hospitals and Department of Surgery, 
University of the Witwatersrand, Johannesburg. 


“Lea médecine guérit quelquefois, elle soulage souvent, elle 

console toujours.” 
Faced with the determined advertising of modern drug 
houses, the calculated inaccuracies of the popular press 
and, perhaps, competition from professional colleagues, 
no doctor avoids administering, from time to time, a 
placebo. 

In justification it could be said that the cures and 
pallations of Medicine are few and her consolations 
many. To every patient, whatever his condition, consola- 
tion is available in the material form of pills and injec- 
tions or, in the abstract, as reassurance and a comforting 
diagnosis. 


Let us not, therefore, reproach ourselves for offering 
our patient the fashionable diagnosis of which he has 
read in The Reader's Digest; the expensive drug without 
which he knows he cannot possibly recover; the consola- 
tion of being in the hands of a doctor who reads as 
widely and as critically as himself. Does not Time heal 
most ills, real or imaginary, and little harm come of 
sapient nods, luxurious capsules and frequent visits? 

‘While,’ says Walshe," ‘it is widely believed that scientific 
knowledge must of necessity have a higher value as truth than 
knowledge based on common sense, common sense still remains 
our chief endowment in the vastly greater part of our life's 
thought and action.” 


One must be very young or very stupid to regard 
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applied common sense as a new discovery of psychological 
medicine. Its presentation to the patient as acceptable 
* scientific knowledge is ancient practice in the Art of 
Medicine. 

Having acknowledged the great value of the placebo 
in treatment and, especially, in diagnosis it is essential 
to remind oneself repeatedly that it is a device intended 
primarily to benefit and to reassure the patient. He it 
is who is to be consoled and not his doctor. 


Fig. 1 (Case No. 1). 
lobe of a man of 54 years. 
as ‘virus pneumonia ’. 
Fig. 2 (Case No. 1). 30 August 1950. Almost complete 
clearing of the upper lobe opacity. Shortly after this, 
the patient returned to work. 
Fig. 3 (Case No. 3). 29 October 1951. Pleural effusion, 
rtial collapse and patchy consolidation in the right 
ower lobe. 


Patchy opacity in the left upper 
26 June 1950. Diagnosed 


We must beware lest we ourselves become continually 
entangled in our symbols and confused in our thinking. 
Walshe again says we ‘have made the language of medi- 
cine a Babel in which we scarcely understand one 
another’. It would be hard to find a more illustrative 
example of this than the term * virus pneumonia’. There 
is no placebo diagnosis so pernicious as this, none so 
misused and none presently so glibly accepted in the pro- 
fession. 

Case No. 1. A man of 54 years, previously well, developed a 
cough in June 1950. The cough was productive of a little 
sputum, at first tinged with blood, and accompanied by a pain 
in the left nipple area. He was told he had *‘ virus pneumonia’ 
and treated with aspirin and ‘cough medicine’. At the onset 
of the illness there was a little fever which subsided after a 


few days in bed but headache, tiredness and the cough per- 


sisted for 3 months. Radiographs of his chest taken in June 
1950 (Fig. 1), July 1950 and August 1950 (Fig. 2) showed 
radual clearing of a fairly extensive wy opacity in the 
eft upper lobe. He returned to work in September 1950 
although he still ‘ felt weak ’. 

Case No. 2. A man of 66 years developed a cough with a 
little muco-purulent sputum in January i951! during con- 
valescence from an appendicectomy. The operation had been 
an emergency performed under a general anaesthetic. He was 
told he had ‘ virus pneumonia’ but treatment with Penicillin 
brought about rapid symptomatic relief and clearing of a 
radiological shadow of a patchy nature in the right lower lobe 
His sputum was negative by direct examination for the tubercle 
bacillus on three occasions. Recovery was complete as far 
as the patient knew. In March 1951 he had a ‘cold in the 
head * and fever for one week but no cough or sputum. 
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Case No. 3. A man of 29 years had all his teeth extracted 
n September 1951. A few days later he developed a high 
fever, running nose, cough, pain in the right side of the chest 
and generalized aches and pains. He was told he had ‘ virus 
pneumonia’ and recovered after spending a week in bed. 

Four weeks later while lying in bed he developed a sudden 
severe pain in the right side of the chest. He could barely 
move or breathe. He had a fever and a cough productive of 
yellow sputum. There were signs of a pleural effusion at the 
right base and radiography confirmed this, also showing partial 
and consolidation of the right lower lobe 
(Pig. 


WHAT IS VIRUS PNEUMONIA? 


History. Not long ago pneumonias were fairly simply 
classified into acute lobar pneumonia and bronchopneu- 
monia. Improved serological, bacteriological and radio- 
logical methods have, however, shown that lung changes 
commonly accompany upper respiratory tract infections 
and that the etiology of the pneumonias is diverse. They 
have proved that filterable viruses may be responsible for 
certain pneumonias. Ornithotic pneumonias (psittacosis) 
are examples of virus infection of the lungs and for nearly 
20 years it has been known that influenza is due to virus 
infection and can be responsible for pneumonia in its 
own right. 

From time to time various authors have described 
epidemics of acute respiratory infections in which it was 
not possible to demonstrate a bacterial cause and with 
marked case to case similarity. Some such outbreaks in 
American army camps led to the appointment of a com- 
mission of inquiry and te the coining to the term * primary 
atypical pneumonia: aetiology unknown’. ‘Primary 


atypical pneumonia’ unfortunately came to be widely 
used for any acute respiratory infection with lung changes 


that was difficult to classify. 

Still later the nomenclature of these obscure epidemic 
respiratory infections was further complicated and the 
terms ‘ non-bacterial pneumonia of known aetiology’ and 
*non-bacterial pneumonia of unknown aetiology’ came 
into use. Into the former group go the ornithotic pneu- 
monias, influenza and Q fever. The latter group includes 
the remainder of those conditions previously called 
‘primary atypical pneumonia’ and which are now 
increasingly referred to as ‘ virus pneumonia’. 

Clinical Features. Virus pneumonia is a contagious 
disease, probably spread by droplet infection, and appears 
most commonly in epidemics. It is on the whole benign 
and rarely fatal. 

The onset as a rule is gradual and with a predominance 
of general systemic symptoms over the purely respiratory. 
Pleuritic pain is uncommon and the fever is of a variable 
duration from 4-21 days. Cough is constant, irritating 
and productive of a little mucoid or muco-purulent 
sputum, occasionally blood stained. 

The classical signs of pulmonary consolidation are 
absent and often only the cough and sputum show that 
there is pulmonary involvement. In contrast with this 
paucity of physical signs the radiographic appearances are 
much more strikingly abnormal and reveal a diffuse patchy 
shadowing which may involve any portion of the lung 
but is commoner at the base than at the apices. Not 
infrequently there is mediastinal glandular enlargement. 

There is not usually a leucocytosis in the blood of 
patients with virus pneumonia but secondary pyogenic 
infection may invalidate this sign. The cold agglutination 
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test is not now considered of value in diagnosis since 
the positive reactors do not reveal themselves for at least 
7 days from the onset of the illness only about 50%, 
of sufferers react and the test is not specific. The lack 
of response of the disease to the sulpha preparations and 
Penicillin has been used as a therapeutic test in acute 
respiratory infections of uncertain nature. 

It is evident that the diagnosis of virus pneumonia in 
the early stages is clinical and radiological. At the height 
of an epidemic no great difficulty arises but sporadic 
examples or the early case in an outbreak may prove very 
difficult indeed to diagnose. 


THe Furure History or THe PATIENTS REPORTED ABOVE 


Case No. 1. Havirg returned to work in September 1950 this 
man remained re!itively well until January 1951 but felt 
vaguely ‘off colour’ and used to go to bed on getting home 
at night too tired to indulge in his hobby of wood carving. 
In January 1951 his cough came back, non-productive but 
preventing him from sleeping. In March 1951 he got pain 
again in the left nipple area. Another radiograph was taken 


(Fig. 4). 


Fig. 4 (Case No. 1). 19 March 1951. Triangular shadow 
in the left upper lobe due to atelectasis and pneumonitis of 
the pectoral segment behind a bronchial carcinoma. 


On 6 April a left pneumonectomy was performed. The 
carcinoma at the root of the left upper lobe was as big as a 
golf ball but fortunately did not appear to have metastasized, 
since the hilar glands showed no evidence of carcinoma on 
section. He remains well to date. 


Case No. 2. In April 1951 this man agaiu developed a 
cough with a little sputum and a radiograph of the chest showed 
partial atelectasis of the right lower bes 

On 12 May 1951 a right pneumonectomy was performed for 
a carcinoma surrounding the lower lobe bronchus. Unfor- 
fortunately the patient died of a coronary thrombosis in the 

st-operative period. There were metastases in the hilar 
ymph glands removed at operation. 
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Case No. 3. This young man underwent a bronchoscopy on 
5 November 1951. There seemed to some exuberant 
oe ony nome tissue at the commencement of the right lower 
obe bronchus. This felt very hard but an attempt to locate 
eas a possible foreign body failed. A biopsy was 
made. 

The report of the histological section of the specimen 
removed at bronchoscopy showed it had been derived from a 
bronchogenic carcinoma. Right pneumonectomy was per- 
formed on 20 November. The patient remains well to date 
and is back at work. 


DISCUSSION 


Lest it be thought that the cases reported above are un- 
usual, it must be pointed out that out of a recent con- 
secutive series of 12 patients suffering from carcinoma of 
the bronchus no less than 7 were diagnosed as having 
‘virus pneumonia’ when the early symptoms presented. 
Delays of up to 9 months in coming to surgery occurred 
because of this placebo diagnosis and in some of the 
cases undoubtedly determined inoperability. During the 
same short period 2 other patients have been seen who 
had been diagnosed as suffering from ‘ virus pneumonia ’. 
They both proved to have pulmonary tuberculosis. 

There can be little doubt that virus pneumonia exists 
but I do not believe it is a common diesease. It is a 
fashionable diagnosis acceptable to patients who would 
resent being told that they had ‘flu or a common cold; 
who do not want to hear that they may have pulmonary 
tuberculosis, bronchietasis or carcinoma of the bronchus. 

It is indeed tragic to find an extremely common disease, 
carcinoma of the bronchus, in which at present the only 
hope of cure is early recognition and removal, repeatedly 
accepted as a rare one, virus pneumonia. Bronchoscopy 
and thoracotomy are too often delayed for 6, 7 or 8 
months. 

With these things in mind the following rules have 
been formulated for guidance in the diagnosis of obscure 
acute respiratory disease. 
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1. Never diagnose 
epidemic. 
2. Never diagnose ‘virus pneumonia’ in a patient over 40. 

3. Never diagnose ‘ virus pneumonia * without reservation. 

4. Remember that so-called * virus pneumonia’ is very often 
due to carcinoma of the bronchus, pulmonary tuberculosis, 
bronchiectasis or an inhaled foreign body. 

It is reasonable to suggest that in 2 of the cases des- 
cribed here a diagnosis of carcinoma could not have been 
assailed from the first. By no means so aptly did the 
diagnosis of ‘ virus pneumonia ° fit. 

At the risk of being accused of cynicism let us admit 
that ‘virus pneumonia’ is a diagnosis for the patient. 
For ourselves ‘ pneumonitis of unknown origin’ may sow 
seeds of doubt in our minds when a male patient of 
middle age or over gets a cough; or when any lobar, 
segmental of subsegmental patchy shadow in a radio- 
graph persists for more than 3 weeks. It is not a prac- 
tical proposition for most of us to isolate a virus but 
it is easy and a duty to perform a bronchoscopy in such 
cases. 

On 9 January 1950 the members of the Medical Society 
of London held a meeting and discussed Virus Pnew- 
monia. Dr. Lloyd Rusby,? opening, remarked on the 
difficulty of classifying the so-called respiratory diseases 

‘Taken by and large,’ he said, ‘the evidence at our disposa! 
leads naturally to the belief that many of those pneumonias 
whose etiology is obscure are in fact caused by a virus. 
Nevertheless, it would still be wise to regard the term “ virus 
pneumonia” as a syndrome rather than a precise entity and 
to guard against the temptation to use that syndrome as a 
convenient clinical refuge in all cases of doubt.’ 


I am greatly indebted to Mr. L. Fatti, Senior Thoracic Surgeon 
to the Johannesburg Group of Hospitals, for the opportunity 
to study patients in his wards and for his constant encourage- 
ment and guidance. 


‘virus pneumonia’ except during an 


REFERENCES 


1. Walshe, F. M. R. (1951): Lancet, 2, 895. 
2. Rusby, L. (1950): Trans. Med. Soc. Lond., 66, 320. 


BURNS 


Il: FLUID THERAPY IN RELATION TO BURN SHOCK AND HEALING 


R. E. Bernstets, M.Sc., M.B., B.Cu. (RAND), D.C.P. (LoNDoN) 
Department of Physiology, University of the Witwatersrand, Johannesburg 


A critical factor in survival or satisfactory convalescence 
after a burn of any severity is the prompt assessment of 
the fluid lost from the body and circulation and its 
adequate replacement The indications are that most 
methods of local treatment, based on fundamental surgical 
principles outlined in the previous section, will produce 
successful local end results. However, the general treat- 
ment of the patient in the first 48 hours after a thermal 
injury ts vital. Prompt and correct fluid therapy, having 
regard to the route, volume and composition of the 
solutions given in relation to the pathological changes 
occurring in burn patients, offers a major opportunity in 
reducing the mortality and morbidity. This aspect of the 
treatment of burns is receiving considerable attention 


because of its importance and possible implications in 
future emergencies. 


PATHOLOGICAL PHYSIOLOGY OF BURNS 


Burn Zone. The local stress response to thermal trauma 
is well established by experimental and clinical studies 
Apart from tissue destruction (necrosis is the characteristic 
feature of chemical burns) and adjacent tissue dysfunction, 
there is a Jocalized massive capillary and arteriolar 
dilatation with increased capillary permeability in all cases 
of dry and moist burns. The fluid lost into the burnt area 
and adjacent tissues and from the burn surface has the 
composition of plasma with an approximately 4% protein 
content and a varying number of red blood cells. The 
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important constituents lost are plasma protein, haemoglo- 
bin, sodium chloride and bicarbonate. 

Injection of protein labelled with a radio-active isotope 
intravenously into animals with experimental burns has 
demonstrated that the protein does not pass into unburnt 
tissues more rapidly than in control animals. This evi- 
dence contradicts a generalized increase in capillary 
permeability in the shock-oedema stage of burns. 

The increased capillary permeability is greatest in the 
first 8 hours after burning and continues at a slower rate 
for a further 36-48 hours. Thus the disturbance in the 
body's fluid balance occurs immediately after the injury 
and to the maximum extent. 

The rapid localized expansion of the oedematous burnt 
area may range from 1,000 ml. to 4,000-6,000 ml. in severe 
cases and must be regarded as non-circulatory and non- 
functional fluid as long as the oedema persists. Added 
to this is the considerable surface loss of fluid, which 
depends on the extent of the burnt area and the time lost 
before effective local treatment. Local external heat will 
aggravate the capillary dilatation and stagnation, while 
cold, ACTH therapy and, in particular, pressure will 
diminish it. Subsequent surface losses depend on the 
degree of infection and the efficacy of the local treatment. 

General Effects. The result is a severe and rapid 
reduction in blood volume aggravated by stagnation of 
blood adjacent to the burn zone. This is the central 
feature of burn shock. The degree of oligaemic shock, 
with its fall in right auricular pressure, reduced cardiac 
output and raised peripheral resistance is an indicator of 
the extent of local trauma, the general circulatory and 
metabolic disturbances, and the measures taken to treat 
In the early phase the blood 


and prevent their progression. 
pressure record may not be a good guide to the degree 


of shock present. This is due to a stress reaction (whereby 
pressor substances are liberated from the anoxic kidneys 
to produce widespread vasoconstriction and maintain blood 
pressure) with subsequent formation of depressor sub- 
stances by the liver, producing a fall in blood pressure of 
varying severity. 

Burns destroy red cells, and the deeper and more 
extensive the burn the greater their destruction. Increased 
red cell and haemoglobin breakdown occurs in third degree 
burns covering more than 5%, body area, and is very great 
in anything over 15% of body surface.“ It is only in 
recent years that the mechanisms underlying the anaemia 
of burns have been clarified: 

i. Transillumination of capillaries in the burn zone has 
shown that red cell aggregation and agglutination occurs. This 
has been termed the ‘sludge phenomenon’. The red cell 
aggregates are phagocytosed by the reticuloendothelial system 

ti. Coagulative destruction of red cells occurs in the blood 
vessels of the burnt tissues. 

iii. Burn temperatures produce structural alterations in the 
red cells, probably some form of protein coagulation as well as 
the formation of spherocytes, so that numerous red cells develop 
an increased fragility to osmotic and mechanical influences in 
the circulation heat haemolysis*. This is the major factor 
in the anaemia of burns. 

These destructive processes, added to the intravascular 
volume that has become stagnant, result in a decrease in 
red cell mass and a marked burn anaemia may develop 
in 24 hours. Rapid haemolysis of the original red cell 
population may continue for some time, while continued 
seepage of red cells from the burn wound and the 
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dyshaemopoiesis resulting from the presence of bacterial 
growth on the burned area, tend to prolong the burn 
anaemia. 

The degree of red cell destruction is best determined by 
the degree of intravascular haemolysis, as judged from the 
quantitative estimation of plasma haemoglobin and 
bilirubin in the first few days. From the second day, in 
all severe burns, there is a marked increase in urobilin 
excretion, particularly in the urine. However, this pig- 
ment excretion reflects increased tissue breakdown as well 
as increased haemolysis, while the disproportionate urinary 
excretion reflects the inability of the liver to catabolize the 
increased amounts of liberated haem pigment. 

In an extensive burn the loss of whole blood may be 
some 30-40% of the total fluid deficit. Usually more 
plasma is lost than red blood cells, but the degree of 
haemoconcentration is no true indication of the deficit in 
red cell and plasma volumes. 

The extensive fluid losses that occur in burns of any 
extent are derived in major part from the extracellular 
compartment of the uninjured tissues and to a lesser extent 
from the plasma volume. With severe losses ranging from 
2-5 litres or more, intracellular fluid is mobilized to main- 
tain the extracellular fluid space and in particular the 
plasma volume. Its release causes marked tissue dehydra- 
tion, leading to extensive tissue anoxia and disturbed 
metabolism with increased tissue breakdown and liberation 
into the plasma of potassium, nitrogenous substances, haem 
pigments and metabolic acids. The haemolytic anaemia 
and the stagnant anoxia increase the tissue disability. The 
effects of dehydration and the inadequate oxygen supply 
are most evident in diminished kidney and liver function, 
as judged by clearance and function tests, and defective 
detoxication and excretion of substances absorbed from 
the burn zone. 

The response to a burn stress will implicate certain 
nervous and endocrine relationships, involving stimulation 
of the anterior pituitary with enhanced ACTH activity. 
This in turn leads to over-production of adrenal steroids 
which may be followed by exhaustion. Essential to an 
adequate homeostatic adjustment to the stress injury is an 
increased tissue utilization of adrenal cortical hormones. 

Therapeutic Implications of the Pathological Physiology. 
The effects described are maximal and reach critical 
proportions within the first 8-24 hours. Over 40% of 
deaths in burns uncomplicated by other traumata occur 
in the first 48 hours and are fundamentally due to 
oligaemic shock as a result of peripheral circulatory col- 
lapse, anoxia and the associated metabolic disorder. The 
need for treatment is greatest in the first 8 hours after 
burning, and should be directed to the correction of the 
disturbed physiology in anticipation of the events in the 
body's response to thermal trauma. Replacement therapy 
should be commenced before the inevitable onset of shock 
is manifest clinically, e.g. thirst, dry mucous membranes, 
a rising temperature and restlessness show themselves 
before changes in haematocnt, haemoglobin concentration 
or blood pressure. 

Assessment of Volume and Composition Deficits. \deally 
clinical management calls for knowledge of the plasma 
and extracellular fluid volumes and the total haemoglobin, 
plasma protein and electrolyte masses in the individual 
patient. The estimation of the plasma volume by the 
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Evans blue T-1824 dye dilution technique has been used 
extensively, but has certain limitations in its interpretation,’ 
while the methods of estimating extracellular fluid volumes 
are still the subject of research. Evans blue estimations, 
together with determinations of haemoglobin, plasma 
protein and electrolytes, enable their absolute amounts to 
be calculated and an estimate of deficits to be made. Here 
it is to be remembered that the total body protein deficit 
will be some 3) times the estimated plasma protein deficit. 
Investigation has shown that the haematocrit value gives 
little indication of the plasma or red cell volume deficits, 
and that haemoglobin and plasma protein concentrations 
do not correlate with their circulating deficits. This can 
be seen from a study of haematocrit and haemoglobin 
values in a patient with a blood volume of 7,000 ml., 
haematocrit 50 and haemoglobin 15 gm. who loses 
plasma and red cells after a burn. The following effects 
are all possibilities and show that these estimations per se 
are no sure guide to the volume lost 


Red Cell 
Volume (mi.) 


Plasma 
Volume (mi.) 


Haematocrit 


Haemoglobin 
gm. ° 


3,500 
3,000 
2,800 
2,600 
3,000 
3,200 


3,500 
3,500 
3,200 
3,000 
3,000 
3,000 


Pre-burn 

Post-burn 
Post-burn 
Post-burn 
Post-burn 
Post-burn 


On this basis it is seen that the clinical signs of 
dehydration are of more importance in assessing the fluid 
loss, and that haematocrit and haemoglobin readings are 
only of value when performed serially in order to follow 
the course of replacement therapy. 

It is clear that, apart from the Evans blue dye technique, 
there is as yet no simple method of assessing the fluid 
volume deficit and hence composition deficits. Most 
investigators have employed burn area formulae (Table I, 
this Journal, p. 394) to calculate fluid volume require- 
ments on the basis that the quantity of fluid lost is 
proportional to the area from which it is lost and that the 
loss is greatest in the first 8 hours. 


PRINCIPLES OF FLUID THERAPY 


The immediate concern is to correct the volume and 
composition deficit, in order to restore the circulating 
blood volume to adequate levels and to improve the 
circulation so that the general tissue anoxia is relieved 
The restoration of an adequate circulation is essential to re- 
establish the dynamic equilibrium of the fluid, electrolyte 
and protein balance, while the assessment of the require- 
ments for water, red cells, protein, calories, sodium, 
potassium and alkali becomes a vital practical point for 
the subsequent homeostatic adjustments necessary to 
favourable convalescence. 

One must caution against the expectation that a 
* mathematical’ replacement of losses invariably leads to 
a satisfactory end-result; clearly the physiological and 
biochemical changes occurring in the burn stress response 
produce manifold changes in tissue metabolism and 
permeability. Replacement fluids can be handled by 
capillaries and tissues under such conditions in a way 
different from the ‘normal’. For this reason clinical and 
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biochemical assessment of the patient's response to therapy 
should be periodic and collaborative. 


AND COMPOSITION IN REPLACEMENT THERAPY 


Oral Administration. The oral route should be used to 
the greatest extent possible. Apart from technical advan- 
tages, the natural route has certain very definite thera- 
peutic advantages, e.g. oral protein is the best means of 
replacing lost tissue protein and is better utilized than 
the equivalent amount of protein hydrolysate or amino 
acid given intravenously. This is quite apart from the 
rapid renal excretion of the latter, the marked tendency 
to cause local reactions at the injection site, and the nausea 
and depression of appetite produced by certain hydroly- 
sates because of their high glutamic acid content. 

Water alone by mouth in any large quantity is contra- 
indicated in the shock oedema stage except in hot weather 
or fever, where obligatory water loss (with low salt content) 
from the skin, normally about 1,000 ml. daily, is markedly 
increased. Otherwise there is a danger of water intoxica- 
tion with its attendant nausea, vomiting, restlessness, 
muscular twitchings and eventually cerebral irritation and 
convulsions. The dilution of electrolytes that occurs is 
clearly seen from the falling plasma sodium and chloride 
observed in such cases. 

Fruit drinks, meat extractives and alkaline hypotonic 
salines (either 3-4 gm. sodium chloride and 2-3 gm 
sodium citrate or 1.5 gm. sodium bicarbonate per litre) can 
be given in as large amounts as can be tolerated. This 
will reduce the volume required intravenously. However, 
in severe burns the neurocirculatory disorder and anoxia 
result not only in the stomach’s emptying very slowly but 
also in poor intestinal absorption, apart from the factor 
of nausea. This will mean a definite limitation to this 
route, particularly in the early stages after burning. But 
as soon as the vascular system responds to intravenous 
therapy the oral route should be used to the best possible 
advantage. 

Because of the considerable protein deficit, the 
importance of adequate protein for resistance to infection, 
wound healing and oedema, and the difficulty of getting 
300-400 gm. protein into a patient daily, Blocker*® and 
others have from the second day instituted a continuous 
drip (by means of an intragastric tube) of milk, dextri- 
maltose, protein hydrolysate and fat emulsion. Such 
feeding is continued until the burns have largely healed 
and the patient is eating well spontaneously. A litre of 
feed supplies 2,000-3,000 calories, and the amount that 
can be tolerated plus solid food by mouth enables a daily 
intake of 3,000-6,000 calories and high protein content to 
be maintained. Despite this, the plasma protein levels 
remain below normal during the healing process. 

The use of fat emulsions is a promising development. 
Palatable fat emulsions, providing 1,500 calories per glass- 
ful, have been produced and may be the answer to the 
calorie problem. 

Parenteral Route. Some form of intravenous therapy 
will be required by adults with more than a 15% burn 
and in children with a burn exceeding 10% surface area. 
In children the use of subcutaneous infusions with 
hyaluronidase have not given the satisfying results in 
comparison with other forms of dehydration: absorption 
is slow and limited. 
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in strength in the lungs 


Conventional forms of penicillin are often not wholly successful in treating 


respiratory infections. They do not give adequate concentrations of penicillin in 
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Whole blood or red cell suspension must be given in 
relation to the estimated red cell destruction. It is the 
haemoglobin and not the cell deficit that is of importance, 
since the oxygen-carrying capacity of the blood is 
dependent on the amount of circulating haemoglobin. 
There is no substitute for red blood cells in haemoglobin 
replacement, for although dietary protein is used preferen- 
ually for the synthesis of haemoglobin, this process is too 
slow for the extremely urgent requirement. Tissue anoxia 
continued for any length of time leads to irreversible 
changes in tissue function, and almost every burn of any 
severity will require blood in the earliest stages. Excess is 
less harmful than inadequate replacement, since defective 
formation and increased haemolysis of red cells continues 
tor some time after the burn has finally healed. Hence, 
although haemoglobin estimations may not give a true idea 
of the haemoglobin deficit in the shock phase of burns, 
they should be performed periodically in the healing stage, 
particularly if healing is prolonged or sepsis and sloughing 
have been a prominent feature. 

Since the major intravascular loss is usually that of 
plasma fluid, plasma transfusion would appear to be an 
ideal replacement fluid. It is the most direct method of 
restoring the plasma volume, since the plasma protein, by 
virtue of its colloid osmotic pressure, will retain fluid 
intravascularly for sufficient time to enable the restoration 
of an adequate circulation. However, experiments with 
transfused plasma labelled with a radioactive isotope 
have shown that in 7 days over half the protein has been 
metabolized and a considerable fraction of the remainder 
has been converted into tissue protein. This again stresses 
the imperative necessity for a high oral protein intake to 
maintain the dynamic equilibrium between plasma protein, 
tissue protein and protein metabolism for energy. 

Plasma substitutes, owing to the limited supplies of 
plasma and technical difficulties in its preparation, have 
been tried periodically but with little real success. The 
urgency of the problem generally has led to intensive 
investigation of Dextran as a plasma substitute in Sweden, 
England and the U.S.A. since it was first introduced for 
infusion purposes by Grénwall and Ingelman.’ A plant 
has been erected in South Africa for its production from 
sugar cane. 

Dextran is a glucose polymer of very great molecular 
weight produced by the action of the coccus Leuconostoc 
mesenteroides on sucrose. It is then fractioned into 
molecules of varying size, and Dextran molecules simulat- 
ing the plasma proteins in their physical properties, viz. 
colloid osmotic effect, viscosity, etc., must be used. This 
calls for manufacture to exact specification. 

Dextran is clearly not a true substitute, since it provides 
no protein, no buffering capacity and supplies few calories 
as it is only slowly broken down to glucose. The major 
part remains intravascular and has a great attractive force 
for water, so that it restores the plasma volume more 
readily than intravenous glucose or saline infusions. It is 
excreted by the kidney, the rate depending on the size of 
the molecule. 

Its use offers great practical advantages in that it lessens 
the drain on blood transfusion services, can be given to 
any blood group, does not deteriorate at room temperature, 
and is non-antigenic and non-toxic (0.2% unfavourable 
reactions were reported in 100,000 infusions '°). 
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However, certain disadvantages are already apparent: 

|. Dextran is a foreign substance whose side-actions 
have not been fully studied. 

It tends to cause red cell aggregation, so that if blood 
is required in the following few days, the blood specimen 
for grouping must be taken before Dextran administration. 
This raises the possibility whether Dextran in vivo can 
produce red cell rouleaux and in effect sludging. 

3. The restoration of the plasma volume by Dextran 
administration causes the plasma protein concentration to 
drop sharply. Since the life of Dextran within the 
circulation is a matter of some days only, a low plasma 
protein concentration with its effects will persist unless 
active protein feeding is instituted in such cases. Hence 
Dextran should not be given in any large quantity unless 
the patient is (or will be) able to take a high protein diet. 
Probably not more than 1.5-2 litres should be given to 
any one case in the present state of our knowledge. 

Since the major fluid loss comes from the extracellular 
fluid and its volume is mainly controlled by the concen- 
tration of sodium, it is clear that this must be replaced 
adequately. The main electrolytes present in burn fluid 
are NaCl and NaHCO,, while metabolic acids are present 
in the blood stream due to inefficient oxidation. Hence 
the alkali reserve in all cases of burns is reduced and, taken 
in conjunction with the reduced plasma volume, indicates 
a fair degree of acidosis. Intravenous saline as the major 
replacement fluid will merely increase the acidosis. The 
citrate present in plasma transfusions may be adequate 
where acidosis is slight. Otherwise Hartmann’s solution 
(Ringer-lactate) should form part of the replacement, if 
alkaline drinks cannot be taken by mouth. 

Glucose, preferably as a 10°, solution in saline, is 
valuable in combating metabolic acidosis and to provide 
energy so that tissue protein is spared for energy demands 
Recently, hydrolysed sucrose solutions (invert sugar con- 
taining equal amounts of glucose and fructose) have been 
used with advantage, since fructose is more readily utilized 
than glucose.'! 

The question of restoring protein balance is far more 
difficult. Trauma produces a negative nitrogen balance 
and this is extreme in the case of burns, where protein is 
not only lost and destroyed but additional amounts are 
required for new tissue growth. This state is further 
aggravated in the case of the lower income groups, where 
there is some degree of hypoproteinaemia and tissue 
protein deficiency. Chronic protein deficiency produces a 
lowered resistance to infection, poor wound healing, inter- 
stitial oedema and a reduced effective circulating volume 
A high protein diet then becomes an important factor in 
the healing stage of burns, and must be taken in conjunc- 
tion with a high calorie intake to achieve nitrogen balance 

The fluid volume to be administered ideally should be 
based on laboratory methods. Such are not generally 
available so that a system of controlled therapy should 
be instituted for the critical first 48 hours subject to certain 
guides to adequate therapy, as evidenced by the assessment 
of circulatory and renal function and available biochemical 
investigations (alkali reserve, plasma sodium, urinary 
chloride, serial haematocrit and haemoglobin). The 
obligatory water loss from skin, lungs and kidney in adults 
is normally 2.5-3 litres daily. Summer temperatures and 
fever may increase this total a further 0.5-1 litre. The 
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burn oedema and surface loss has been variously estimated 
to be about 100-150 ml. for every 1% burn area (as judged 
from Berkow’'s areas). Since fluid volumes in children are 
small, the necessity for adequate control of fluid adminis- 
tration is an urgent problem in children. 

Half the volume estimated for the 48-hour requirement 
is given in the first 8-12 hours and one-quarter and again 
one-quarter in the subsequent 12 hours and 24 hours. This 
is designed to parallel the losses. In deep burns half the 
requirements in the first 12 hours should be met by whole 
blood with additional amounts in the subsequent periods, 
while in superficial burns an initial 500 mi. infusion will 
probably be adequate. The quantity of whole blood 
administered should be increased, if warranted by the 
degree of shock and clinical response. Generally half the 
fluid requirements can be met by plasma, Dextran or 10% 
glucose, the relative proportion depending on the require- 
ments for colloid osmotic effect and nutrition; the other 
half will consist of saline, a variable part of which will 
contain alkalis. Whatever amount can be taken by mouth 
will spare the intravenous route. 

A suggested scheme as a basis for therapy would be: 

Children, § to 10 years—20-30 ml. electrolyte solution and 
20-30 mi. plasma, plasma substitute or whole blood per 1% 
burn surface over 48 hours, plus 50-75 mil. per kg. body 
weight of hypotonic saline, fruit juice, meat extractives or 
glucose water by mouth; 

Children, 10-15 years—30-50 mi. 

30-50 mil. plasma, etc. per 1%, burn per 48 
mi. per kg. fluids by mouth; 

Adults, 75 mil. electrolyte solution and 75 ml. plasma, etc. 

r 1% burn area, and 50 mi. per kg. fluids orally will be 
required in the 48 hour period. 


electrolyte solution and 
ours, plus 50-75 


ASSESSMENT OF ADEQUATE THERAPY 


A fluid balance chart should be instituted and the clinical 
condition of the patient assessed periodically in the first 
few days in the light of circulatory function (blood pres- 
sure, pulse, skin colour), renal function, and fluid and 
electrolyte balance. Normal fluid and electrolyte balance, 
and requirements in various surgical conditions, have been 
discussed elsewhere.'? 

The best indication of adequate fluid therapy is the 
urinary output. In burns of moderate severity the 8-hour 
urine volume is sufficient to judge progress, but in severe 
burns a 4- or 2-hourly output record is essential. A rate 
of less than 25 mil. per hour, after the first 4-6 hours of 
therapy is indicative of inadequate volume therapy or renal 
dysfunction resulting from the oligaemic shock. 

Urinary outputs averaging 40-100 ml. per hour in the 
adult and 25-40 ml. per hour in a 10-year-old child can 
be considered adequate. The urinary chloride estimation, 
e.g. Fantus test, is only an approximate guide to the 
adequacy of the saline intake; the extracellular fluid 
volume is regulated by the plasma sodium, and the plasma 
chloride and urinary chloride excretion do not necessarily 
parallel the sodium values. 

A complication that must be watched for is the develop- 
ment of anuria. If suspected from the slow rate of 
excretion, the following water test will differentiate whether 
it is due to adequate therapy or renal disturbance. A litre 
of 5% glucose is infused rapidly. If the urine output rises 
sharply, previous therapy was inadequate and should be 
adjusted accordingly; if there is no response, the rate of 
fluid therapy must be limited to replacing the fluid loss 
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from the burn and the obligatory water loss from skin 
and lungs only. The management is essentially that for 
a lower nephron nephrosis complicated by the nature of 
the burn fluid loss. 

With the improvement of circulatory function the fluid 
immobilized in the burn oedema commences to re-enter 
the intravascular compartment. This is indicated by the 
loosening of the wound bandages and the occurrence of 
diuresis. Urine outputs averaging more than 150 ml. per 
hour indicate that fluid therapy must be curtailed sharply. 
This is usually necessary after 36-48 hours, and continuance 
in the face of rising urine output may result in over- 
loading of the extracellular compartment with a possibility 
of pulmonary oedema. 

Since intracellular potassium depletion from burnt and 
dehydrated tissues may be considerable. and saline 
replacement fluids tend to increase sodium at the expense 
of potassium in the cells, the occurrence of diuresis may 
precipitate a potassium deficiency if the patient has been 
unable to and cannot take an adequate diet. This 
possibility only exists in clearly defined circumstances in 
special cases, and the rigid control of treatment has been 
outlined.'* 

Stage of Healing. \n large granulating wounds, where 
fluids continue to be lost from the surface, the possibility 
of haemoglobin, protein, electrolyte and water deficiencies 
must be borne in mind, since many of these cases have a 
low food intake due to disturbed gastro-intestinal function. 
The anaemia, dehydration and protein deficiency leads to 
delayed healing of the burn wound. Sepsis increases the 
anaemia, and the red cell loss from infected and/or 
granulating burns, and depressed haemopoiesis resulting 
from sepsis, may produce a circulating deficiency of 
100-200 ml. packed cells daily. Serious states of anaemia 
may thus be precipitated if periodic packed cell and haemo- 
globin estimations are not performed. Further, the 
impairment of liver function is only reversible with a high 
protein diet. 


SUMMARY 


The essential corner-stones of burn treatment are: 

i. Efficient first aid, which is crucial to subsequent 
successful management. 

ii. Effective compression of the burnt area. 

iii. Early grafting for repair and avoidance of deformity. 

iv. Clinical and biochemical assessment of fluid volume 
and composition requirements for restoration of circulation 
and relief of tissue anoxia. 

v. Blood transfusion in the earliest stage after any burn. 

vi. Oral nutrition and fluids, which should be employed 
to the greatest extent possible. 

vii. Intravenous ACTH, Cortisone and Heparin, which 
have proved beneficial in the burn shock phase of some 
cases. 

viii. Urine output as a guide to volume requirements 

ix. Varied, high calorie, high protein diet throughout the 
hospital period. 

x. Possible causes of delayed healing, e.g. anaemia, 
hypoproteinaemia and electrolyte imbalance, should be 
kept in mind. 

The handling of burns is not a one-man job. It should 
be in the hands of a team: —the intern who appreciates the 
severity of the shock and how best to deal with it; sisters 
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"FIRST in SECONDARY ANAEMIAS 


dHAEMATOGEN... 


In microcytic anaemias — chlorotic, postoperative, 


haemorrhagic —the therapeutic aim is to increase the 
number and haemoglobin value of the erythrocytes. 

For rapid haematinic effect, ‘ Haematogen’- Hommel, produced 
by refinement of actual whole blood and comprising haemoglobin, 
albumin and iron, is a rational replacement therapy in the above- 
mentioned blood deficiency states. It is also valuable in correction 
of mal- or sub-nutrition and in convalescence. 
* ¢(HAEMATOGEN ’- Homme! is presented in semi-fluid form, for im- 


mediate and acceptable administration to children and adults. 
FORMULA Active constituents: Haemoglobin 17.5°,, Albumin 7.5°.. 
PACKING — Bottles of 8 fluid ounces. 


HOMMEL’S HAEMATOGEN & DRUG CO. 
121 NORWOOD ROAD, LONDON S.E.24 


Our Sole Agents for SOUTH AFRICA :— Messrs. LENNON LIMITED 
P.O. Box 39. CAPE TOWN - P.O. Box 24. PORT ELIZABETH ~- P.O. Box 266. DURBAN, NATAL 
P.O. Box 928. JOHANNESBURG, TRANSVAAL ~- P.O. Box 76. EAST LONDON 
P.O. Box 1102. BULAWAYO, Southern Rhodesia - P.O. Box 379. SALISBURY, Southern Rhodesia 
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Your young patients 


will like Rubraton 


Rubraton offers complete therapy for most of the 
anemias of infancy, childhood and puberty. 


Rubraton presents vitamin By, folic acid and iron in a 
low alcohol elixir that tastes good . . . straight 


from the spoon or mixed with water or fruit juice. 


Rubreton’ ts Trademark of E R. Squibb & Bons 


Each teaspoonful (5 cc.) of Rubraton contains: 


Vitamin 4.17 micrograms 
Folic Acid 0.28 milligrams 
Ferric Ammonium Citrate 220 milligrams 


1 or 2 teaspoonfuls t.i.d. 


Rubraton 


Elixir of B,,, Folic Acid and Iron Squibb 
Further Information and Literature is available from 
Protea Pharmaceuticals Limited 
P.O. Box 7793 Johannesburg Telephone 3}-221! 
Also at Cape Town, Port Elizabeth, East London and Durban 


SQuiBB MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 i) 
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and nurses in the operating theatre and wards ready with 
the necessary equipment at any time; the surgeon and his 
assistants who know how to handle burn cases, to carry 
on the post-burn phases and the value of early grafting 
of full-thickness burns; and finally, but not least in impor- 
tance, the biochemist who will report daily, and even pos- 
sibly hourly, on changes in the blood and urinary chemistry 
so that fluid balance and electrolyte control can be 
conducted scientifically, and assist the clinician to avert 
many a ‘chemical death’ and ‘ parenteral drowning’. 


REFERENCES 
1. Dale, R. H. (1951): Brit. Med. J., 1, 728. 
2. Colebrook, L. (1950): A New Approach to the 
of Burns and Scalds. London: 


Treatment 
Fine Technical Publication. 


SCOLINE : 


A MUSCLE 


Scoline injected intravenously produces neuro-muscular block 
by depolarization. It is rapidly destroyed in the body by 
esterases. In the dose recommended for intubation, it 
produces a paralysis which lasts for about 3 minutes. Spon- 
taneous respiration then returns and becomes adequate within 
one minute 

Scoline has no appreciable effect on the cardiovascular 
system; it does not release histamine or produce broncho- 
— It has no toxic effect and may be used safely with 
all known anaesthetic agents. 

Scoline is indicated wherever profound but brief muscular 
relaxation is required. Its main indications, therefore, are 
intubation, electro-convulsive therapy and manipulations. The 
profound relaxation of the muscles of the jaw and larynx 
thus provided, is quick and certain and enables intubation to 
be performed easily under the lightest possible narcosis. In 


The main business of the evening consisted of : 

(a) Discussion of the regulations governing Annual Scien- 
tific Meetings. 

(b) Discussion on the ethical position of practitioners with 
relation to the new tariff of Medical Aid Society fees. 


(a) REGULATIONS GOVERNING ANNUAL SCIENTIFIC MEETINGS 


This was the subject of a circular letter from the Medical 
Secretary which all members received. Dr. Sichel was asked 
to give the views of Federal Council on the venues and 
frequencies of ape gem and allied subjects. He pointed out 
that the question of frequency of Congress had been discussed 
for years and it was being asked whether they were not being 
held too often. With a membership of 4,800 the question of 
accommodation and a_ suitable conference buildin 


was 
becoming a matter of difficulty, as also the venue for the 
banquet The smaller cities like Pietermaritzburg, East 
London and Kimberley were no longer suitable. In Britain 


the same trouble was being encountered. A decision must now 
be taken about a biennial congress. 

Dr. J. H. L. Shapiro moved that the meeting agree to the 
principle of having a congress every other year. 

Dr. Goldberg seconded this with a proviso of a permissive 
clause enabling congress to follow one year after the last if 
considered necessary. 

Dr. D. P. de Villiers opposed this. He thought it was a 
retrograde step as it was the only opportunity for members to 
get together. The question of Group Conventions would 
come up at a later stage of the discussion and he thought that 
this division into Groups would be harmful. South Africa 


was growing fast enough to accommodate large gatherings. 
Some of the finest Congresses he knew of had been in smaller 
towns. 
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CHLORIDE 


ULTRA-SHORT ACTION 


electro-convulsive therapy the brief action of Scoline equals 


the duration of the convulsion, thus making it here the 
relaxant of choice. 
Ten to 15 seconds after the injection of Scoline, diffuse 


contractions of muscle groups will be observed. This is the 
initial contraction resulting from the depolarizing effect of the 
relaxant reaching the myo-neural junction. It persists for 15 
seconds, and its final disappearance indicates the onset of 
complete paralysis. 

Neostigmine is contra-indicated with Scoline. The brevity 
of action makes an antidote unnecessary. As with all other 
relaxants, full oxygenation must be ensured throughout the 
period of paralysis. 

Scoline contains 100 mg. of succinyl choline chloride in 
each 2 cc. It is available in boxes of 6 ampoules from Allen 
& Hanburys (Africa) Limited, 409-11 Smith Street, Durban. 


Dr. J. P. de Villiers supported his namesake. He thought 


that keeping in touch and fellowship were important. He 
stated that we here were one of the largest Branches; the 
smaller Branches like Natal Inland, Orange River and 


Transkei looked to us for a lead. He felt we were getting too 
Group-minded. The answer to the problem was a modification 
of annual meetings. There was over-organization and we could 
easily arrange for bigger Group meetings at the Annual 
Congress. At this stage of transition towards medicine on a 
national basis, free hospitalization and so on, we need to get 
together more frequently for discussion. If we consider such 
venues as Rhodesia, Lourengo Marques and Windhoek for 
occasional Congresses, the number of suitable venues are 
increased and the burden would not fall on one of the larger 
places more frequently than once in 9 or 10 years. 

Dr. Retief supported the Noes and stated that if in the 
intervening years there would be Group meetings, this 
interest would rot extend to the general meetings and the 
attendance would be poor. 

Re f..4 Muller considered that an Annual Congress 
would provide a better opportunity for exchange of ideas, and 
with a greater membership there would acteniy be a greater 
demand for annual meetings. 

Dr. Jacobson pointed cut that this question should be 
answered primarily by those centres prepared to act as hosts 

The President pointed out that the same difficulty may arise 
even with biennial meetings and that the whole question was 
one of organization for a larger meeting 

Dr. Sichel agreed that annual meetings were the ideal and 
would be welcomed by all. He again expressed the difficulties 
and pointed out that Congress was not by rotation in various 
centres, but was held by the invitation of the Branch con- 
cerned. He quoted the case of the Southern Transvaal Branch 


= 
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the year before last who had refused to act as hosts and Ca 
Town stepped into the breach. He said here, too, that the 
Cape Western Branch had always taken the wider outlook and 
was prepared to act as hosts when other centres including Port 
Elizabeth and Durban had refused. He stated that if we had 
held out for the Joint Meeting in 1951 with the British Medical 
Association it would not have been postponed. The facts were 
that the organization was the difficulty. We could always have 
Congress at points outside the Union, but these were not South 
African Medical Congresses. The argument for a biennial 
Congress was to make it worth-while as every member of the 
Association has a right to be present. If, say, Grahamstown 
invited us and say 3,000 members decided to turn up, where 
would they put us? 

Dr. J. P. de Villiers again pointed out that Congress should 
be simplified and he mentioned, too, that the annual general 
meeting held during any non-Congress year is something of a 
farce. He suggested that one whole day should be set aside 
for Group meetings during the Annual Congress 

When put to the vote the Noes won, i.e. the meeting was 
against the congress being held biennially instead of annually. 

Group Conventions. The question of Group Conventions 
in intervening years then automatically fell away. 

Should future South African Medical Congresses be open 
to Members of the S.A. Medical Association only? 

Dr. J. P. de Villiers moved that in view of our large mem- 
bership, congress should be limited to our own members only. 

Dr. J. H. L. Shapiro thought that we should not exclude 
non-members, and that we should act as gentlemen and not 
attempt in this fashion to dragoon non-members to join the 
Association. 

Dr. Sichel then pointed out that the Congress Committee 
would not be debarred from inviting non-members, dut we 
would merely be removing what wag hitherto a right of non- 
members to attend. 

The President inquired what proportion of non-members 
usually attended and doubted whether there was really any 
hardship on members when non-members had attended 

Dr. Sichel thought that we should not put the privileges of 
members at the disposal of those who were too apathetic to 
join the Association. The idea was, in future, to do away 
with the registration fee. 

On being put to the vote the meeting decided Yes, i.e. that 
Association members only be allowed to attend by right. 

Congress Finance: Should future Scientific Meetings be open 
to members of the Association as a right and without payment 
of a fee, while the social functions arranged for a Congress are 
paid for by those who wish to take part in them? 

Dr. Sichel explained that a great waste of money and 
organization occurred at each Congress with a composite 
registration fee covering all social functions. The idea was 
now to abolish the registration fee and to make members pay 
for each function they intended to attend. The administrative 
costs of the Congress could be covered by the income from 
the Trade Exhibition. The British Medical Association had 
experienced the same thing and had made the same alteration 
to their programme. At the last Congress in Cape Town a 
large number of dinners at the Banquet was paid for and 
never eaten. This was a dead loss. 

Dr. J. P. de Villiers sought to introduce the principle of a 
nominal fee to cover contingencies. 

Dr. Retief agreed. 

The President also thought that the Congress Committee 
would have the power to impose a nominal registration fee 
to cover the costs. 

Dr. Sichel pointed out that we were being asked to alter a 
rule of Congress and that there was a statutory levy of £3 3s. 
A levy could always be made by the Committee. He also 
informed the meeting that the Committee had already decided 
to abolish the registration fee for the forthcoming Congress in 
Johannesburg. 

When put to the vote the meeting agreed Yes, ic. the 
registration fee to be abolished. 

Should more time be devoted to Scientific Meetings and 
discussions, with greater opportunities for taking part in 
excursions by means of duplication and smaller parties? 

Dr. Sichel pointed out that we could better divide the time 
allocated for papers, and so allow both for those who want 
entertainment and for those who want an intellectual feast. 
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In this way we could allow members the choice of entertain- 
ment or recreation in the afternoons. 

The meeting agreed Yes. 

Congress Funds: Does this Branch agree with the establish- 
ment of a Congress Fund to meet possible contingencies? 

Dr. J. H. L. Shapiro was concerned that the Benevolent 
Fund would now not gain at all by any Congress profits. 

Dr. Sichel pointed out that the whole idea was to establish 
a fund to help the smaller centres in case of deficiencies. The 
meeting agreed Yes. 

At this stage the meeting decided to point out to the Medical 
Secretary that this notice regarding Annual Scientific Meetings 
was unlike other notices as it was in English only, and would 
he kindly send them out in both languages in come. 

Dr. D. P. de Villiers had previously raised the matter in the 
course of discussion. 


(b) DISCUSSION ON THE ETHICAL POSITION OF PRACTITIONERS IN 
RELATIONSHIP TO THE NEW TARIFF OF FEES FOR 
APPROVED MEDICAL AID SOCIETIES 

The President asked Dr. Gie to introduce the subject. 

Dr. Gie, with his experience of Contract Practice, gave the 
opinion that members of non-assenting Medical Aid cieties 
could be treated as private patients, and that we should charge 
them what we consider they could pay and on no other basis. 
With regard to Claim Forms, he pointed out that the records 
of these Societies were valuable for reference pu and 
for this reason alone the forms should be filled in. The patient 
always had a right to ask for a specified account, but he was 
- sure whether we were bound to put in the nature of the 
iliness. 

Mr. Currie stated that we should support our negotiators 
who fixed the new tariff even though we may regret the steps 
which were taken in increasing the tariff. 

Dr. J. H. L. Shapiro spoke on the question of ethics and 
asked why would it be unethical to accept in the case of a 
general practitioner 11s. 6d. instead of 12s. 6d. when many 
ae oe ma are accepting 7s. 6d. in the case of Benefit 

sieties with the blessing of the Association. Again, why was 
it unethical to accept a lower fee for a member of a non- 
approved Society as a member but not as a private patient? 

Dr. Sichel pointed out that certain Societies were approach- 
ing individual members and asking them to act as if nothing 
had happened; this would be disloyal to the Association. 
There was also the difficulty of the patient to consider, as he 
may not be able to get his refund from his Society unless he 
got a specified receipt and statement of the nature of the ail- 
ment. He considered that we should not fill in the form. 
He also pointed out here that the accepted tariff fee was not a 
minimum but a maximum and we could always reduce this 
at our discretion. 

Dr. C. Shapiro thought that there was no danger of a closed 
shop as far as the non-approved Societies were concerned, i.e. 
they could not force the patient to go to any specific prac- 
titioner. One of the main planks of the Medical Aid Societies 
was the open panel. 

Dr. Gie pointed out that even so, the Secretary of the 
Society could control the members to a certain extent by 
advising them where to go. 

Dr. Heilman thought that we should charge these members 
of non-approved Societies the new tariff and no more or no 
less. 

Dr. Goldberg thought that it was the signing of the form 
that would be unethical. 

Dr. Patterson said that we should stand together and accept 
the fact that we are moving towards a trade-union organization. 
If we charge less than the tariff we are letting down those 
Medical Aid Societies who have assented. 

Dr. Wolfaard pointed out that some Medical Aid Societies 
were not issuing forms and stated that this was a way of 
getting around the member. The patient was told to ask for 
a specified account and must pay the doctor directly. He 
thought there would develop a panel of doctors who would 
reduce their fees to these Medical Aid Societies and stated that 
we should stand together in this matter. The members of 
Seas Societies must be made to pay the full private 


ee. 

Dr. J. H. L. Shapiro said that we would be justified in 
accepting a tariff that is not universal for the whole country. 
Our problem was not the same as e.g. that of the Southern 
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Transvaal. He quoted the case of a place like Worcester, and 
asked why we should there accept 7s. 6d. for a private patient, 
which appeared to be the general fee, and charge a member 
of a Medical Aid Society 11s. 6d. The remedy to the problem 
was not to be found by quarrelling with the Medical Aid 
Societies. 

Dr. Sichel stated that we should abide by the majority 
decision of Federal Council, and that if we stick to our guns 
the non-assenting Societies will climb down. Negotiations 
were still going on and an agreement would be found. 

Dr. C. J. B. Muller considered that it should not be unethical 
to charge members of non-approved Societies the same fee as 
the members of approved Societies, provided we all do it. 

Dr. Nel stated that there was one Medical Aid Society which 
was trying to split the profession. There was not really such 
a large difference between the approved tariff and other 
tariffs, and we should take a firm stand; the form should not 
be filled in. 

Dr. Sichel pointed out that it was not the filling in of the 
form that was unethical; it was contracting to see all members 
of a non-approved Medical Aid Society at a lower rate, that 
was unethical. 

Dr. D. P. de Villiers objected to the use of the word ethics 
as he thought it was more a question of loyalty. 

Dr. de Beer here pointed out that it was not unethical to 
fill in a form, but that this may be construed as a tacit 
acceptance of their tariff. We should adhere to our own tariff 
and not fill in the forms so as to make it clear that we are 
not in contractual relationship with them. 

Mr. Currie thought that the wording of the circular should 
be changed to unethical to Federal Connell or ‘disloyal to 
the Association 

Dr. Sichel pointed out that we should consider the tariff as a 
whole. General practitioners’ fees were only a small propor- 
tion although it appeared to be the crux of the matter. 


1. “UNAPPROVED” Mepicat Societies AND TARIFFS 
or Fees 


It has been brought to our notice that certain of the Medical Aid Societies 
which did not accept the new Tariff of Fees drawn up by the Medical Association, 
and from whom approval was thus reluctantly withdrawn, have given their 
members a yellow-covered booklet called Tariff of Medical Fees for Medical 
Aid Societies to show to medical practitioners as if it is the latest tariff. On the 
booklet st also states that For Societies’ names apply to Secretary, Southern 
Council of Medical Aid Societies, Cape Town 

It is possible that medical practitioners may be misled by having this tariff 
book presented to them by such patients and so be prevailed upon to charge 
fees which differ from, and are often lower than those agreed upon between the 
Medical Association and those Medical Aid Societies on the ‘approved’ list 

Members of the Association are asked not to consider this tariff in any 
circumstances as it is not the Association's official tariff, but to treat such patients 
at the customary rates for private patients 

The only official tariff, as far as members of the Medical Association are 
concerned, is contained in the blue-covered booklet with the name of the Medical 
Association on the front cover. This tariff applies only to members of those 
Medical Aid Societies listed therein 

Treatment of members of ‘unapproved’ Medical Aid Societies at a preferential 
rate may be regarded as a form of undercutting and is ethically incorrect. 

If you have not already received your copy of the official tariff book through 
some postal fault, kindly write at once to the undersigned. 


2. S.A.R. & H. Sick FuND APPOINTMENT: 
ANAESTHETIST 


Members of the Association are advised to communicate with the Honorary 
Secretary of the South African Society of Anaesthetists, 155 Highland Road, 
Kensington, Johannesburg, before applying for the post of Anaesthetist to the 
S.A.R. & H. Sick Fund, Port Elizabeth, advertised in this Journal on 26 April 1952 


L. M. Marchand, 
Medical ome Assistant Secretary 
P.O. Box 
Cape Town 
7 May 1952 
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Mr. Currie moved that the meeting adopt the directive from 
Head Office with regard to treating the members of non- 
assenting Societies as private patients and that the word 
‘disloyal’ be substituted for the word ‘unethical’. This was 
seconded by Dr. Brauer. 

Dr. C. J. B. Muller moved an amendment: that we charge 
these members no less than the new Medical Aid Society 
tariff. This was seconded by Dr. Nel. 

Dr. Lipschitz stated that the question of fees did not arise, 
the question was whether those who do not adhere to the 
resolution of Federal Council were disloyal or unethical. 

Dr. Sichel pointed out that the approved tariff was a 
preferential tariff and that if we charge non-approved Socicties 
the preferential tariff we are being disloyal. 

Mr. Currie then withdrew his motion in favour of the 
amendment. 

Dr. Muller then formally moved, referring to the circular, 
that: 

i. We agree to paragraph | and alter the word *‘ unethical’ 
to ‘disloyal to the Association and consequently unethical ’. 

ii. That such patients should be charged a fee not less than 
the new Medical Aid tariff published by the Medical 
Association. 

ili. That paragraph 3 remains as it stands. 

Dr. Sichel then pointed out that we could not direct a 
practitioner to charge a specific fee and so infringe his 

rerogative to treat a patient as a private patient and fix the 
ee according to his own judgment. 

On being put to the vote Dr. Muller's motion was carried. 

Any Other Business. At the request of the Honorary 
Secretary of the Cape Western Branch, scrutineers were 
appointed by the meeting for the forthcoming election in this 
Branch. Drs. C. J. B. Muller and K. Brauer were appointed. 
The meeting ended at 11.30 p.m. 


1. .NIE-GOREDGEKEURDE’ HULPVERENIGINGS EN 
TARIEWEGELDE 


Dit is onder ons aandag gebring dat sekere van die Mediese Hulp- 
verenigings wat nie die nuwe tarief, opgestel deur die Mediese Vereniging. 
aangeneem het nie, en van wie die Mediese Vereniging met spyt sy goedkeuring 
moes terugtrek, aan hul lede 'n boekie met gee! omslag gegee het om aan geneesherf 
te toon as of dit die jongste tariewebock sou wees. Die boekie het die opskrice 
Tariff of Medical Fees for Medical Aid Societies en daarop is ook aangeteken 
For Societies’ names apply to. Secretary, Southern Council of Medical Aid 
Societies, Cape Town 

Dit is moontlik dat geneeshere deur die voorlé van hierdie tarieweboek misle: 
kan word en dus oorgehaal word om gelde te vra wat verskil van en dikwels 
minder is as dié waaroor die Mediese Vereniging en die Mediese Hulpverenigings 
op die lys van ,,goedgekeurde” verenigings ooreengekom het 

Lede van die Vereniging word versock om onder geen omstandighede hierdie 
tarief in aanmerking te neem nic, daar dit nie die Vereniging se offisiéle tarief 
is Mie, Maar om sodanige pasiénte teen die gebruiklike gelde vir private pasiénte 
te behandel 

Wat lede van die Mediese Vereniging betref is die enigste offisiéle tarief vervat 
in die boekie met die blou omslag, met die naam van die Mediese Vereniging op 
die voorblad. Hierdie offisiéle tarief is van toepassing alleenlik op lede van 
Mediese Hulpverenigings waarvan die name in die boekie vermeld is 

Behandeling van lede van ,nie-goedgekeurde’ Mediese Hulpverenigings teen ‘n 
voorkeurtarief kan as ‘n vorm van prysvermindering beskou word en is eties 
verkeerd 

Indien u, deur ‘n posafleweringsfout, nog nie u eksemplaar van die offisiéle 
tarieweboek ontvang het nie, skryf dan asseblief dadelik aan die ondergetekende 


2. SIEKEFONDS VAN bie S.A.S. & HAWEeNS: AANSTELLING 
VAN NARKOTISEUR 


Lede van die Vereniging word aangeraai om met die Fre-Sckretaris, Suid 
Afrikaanse Vereniging van Narkotiseurs, Highlandweg 155, Kensington, Johan- 
nesburg in verbinding te tree voordat hulle aansoek doen om dic betrekking as 
Narkotiseur vir die Siekefonds van die S.A.S. & Hawens, Port Elizabeth, in 
hierdie Tydskrif van 26 April 1952 geadverteer 

L. M. Marchand, 


Mediese Huis Assistent Sekretaris 
Posbus 643 
Kaapstad 
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IN PASSING 


THe TRansvsal GOLFING SocieTy OF THE MEDICAL ASSOCIATION 
A most enjoyable week-end was spent by members and their 
wives at Maccauviei Golf Club, on 22-23 March 1952. 
Courtesy of the course was extended by the Committee of 
the Club, and our very grateful thanks are due to them for 
their kindness in placing the many amenities of the Club at 
our disposal 

There was a good attendance, some 60 members competing 
for the Roger Cup on Saturday, and a similar number for 
the President Cup on Sunday morning. 

On Sunday afternoon 32 couples played in the 4-ball-better- 
ball Stapleford Competition. 

The dance on Saturday night was well attended when a very 
happy spirit prevailed 

The results of the competitions were as follows: 

1. Roger Cup (Medal Competition). 

Winner: Dr. D. Caine, 70 net. 

Runner-up: Dr. J. van Eeden, 72 net. 

Best gross: Dr. |. L. Bradford, 77 net 

Best Ist nine holes: Dr. J. Graham-Scott. 

Best 2nd nine holes: Dr. H. Crusin. 


2-Club shared by Drs. E. W. Turton, A. J. de Villiers and 
Nupen. 

Women's Section. 

Winner: Mrs. E. S. Adderley, 79 net. 

Runner-up: Mrs. Skea, 81 net. 

Sweepstake drawn by: Ist Dr. D. P. S. O'Keeffe, 2nd Dr 
H. P. Forster. 

2. President Cup (Bogey Stapleford Competition). 

Winner: Dr. S. Cohen, 35 points. 

Runner-up: Dr. W. Girdwood, 34 points. 

Best Ist nine holes: Dr. D. P. S. O'Keeffe. 

Best 2nd nine holes: Dr. A. J. de Villiers 

Women's Section. 

Winner: Mrs. Jurgens. 

Runner-up: Mrs. M. Weinbrenn. 

3. 4-Ball-Better-Ball Stapleford. 

Winners: Drs. E. Skinstad and Lawrence, 40 points. 

Runners-up; Drs. M. Chitters and A. Friedman, 39 points. 

Sweepstake drawn by: Ist Drs. Vosioo and Scott, 2nd Dr 
and Mrs. Skea. 

2-Club won by Dr. M. Chitters. 


CORRESPONDENCE 


Seeciat Dissection of THE Neck 

To the Editor: 1 had refrained until now from commentin; 
on Professor Mackintosh's letter, published in your issue o 
& March, concerning the special dissection of the neck at 
necropsy, as part of the subject matter may have been con- 
strued as relating to a recent murder trial with which | was 
intimately concerned as well as was-—so it transpired—the 
Professor himself. The case was then sub judice 

The so-called bloodless technique of neck dissection was 
recommended by Werkgartner many years ago, as Professor 
Mackintosh has correctly pointed out But this technique, 
which consists of drainage of the great thoracic and cerebral 
veins before dissection of the neck, still has defects as it is 
obviously impossible to empty the vertebral veins and the 
numerous small veins of the prevertebral fascia and related 
structures by remote drainage anywhere. It requires extra- 
ordinary faith to imagine otherwise; and it must be remembered 
that it is precisely the group of small veins in this region 
which may be damaged, resulting in dissection artefacts which 
are indistinguishable from ante-mortem bruises. A_ further 
weakness of this technique is that the opening of the veins 
in the base of the skull may well result in a seepage of blood 
in unexpected directions. If Professor Mackintosh will direct 
his mind to the upper attachments both of the prevertebral 
fascia and the angi gen’ y eal extensions of the * pretracheal * 
fascia, I feel sure he will surprised at the disastrous possi- 
bilities which may be visualized. 

There is no doubt in my mind that the only safe technique 
is one which discards prophylaxis by drainage in favour of 
meticulously careful dissection of all neck structures in stages 
with ligation of vessels of every size. The method described 
by Prinsloo and Gordon * satisfies these criteria and pins no 
faith in drainage 

Werkgartner’s speculations concerning the impossibility of 
producing post-mortem cervical bruises bear little critical 
examination, but perhaps this is being unfair, since Professor 
Mackintosh, although fiberaily quoting this and other Con- 
tinental authors, has omitted to give a single reference which 
may be read by the humble yet sceptical student such as 
myself. It would have been helpful if the Professor had 
included a translation of the passages in German and Italian 
to assist those unfortunates among us who lack the advantages 
of the ‘Grand Tour’. But recourse to my ‘kitchen Italian’ 

a pleasant heritage of the last war—is sufficient to inform 
me that the passage attributed to Mirto, Domenico and 
Nicoletti is presumably no more than the title of their article! 


* Prinsloo, 1. and Gordon, I. (1951): Post-Mortem Dissection 
Artefacts of the Neck and their Differentiation from Ante- 
Mortem Bruises, 8. Afr. Med. J., 25, 358. 


I must be forgiven for asking a great deal move from any 
authors, however elevated the gentlemen may be. 

Quoting Modern Painters (author not stated), Professor 
Mackintosh observes that ‘the greatest thing a human soul 
ever does in this world is to see something, and tell what it 
saw in a plain “7 *’. But, alas, in Forensic Medicine, to see 
is not enough. uman souls have to draw inferences from 
what they see and incorrect inferences may lead the innocent 
to stand condemned 

Professor Mackintosh seems fond of 
Does he know, from I Kings 10: 7 
not told 


classical quotations. 
‘Behold the half was 


Jonathan Gluckman. 


Medical Centre. 
Johannesburg. 
30 March 1952 


VaLue oF BCG Vaccine 

To the Editor: After reading the Editorial entitled Vaccina- 
tion Against Tuberculosis: Is It Effective? in the March issue 
of your Journal, 1 could not refrain from congratulating you. 
In this brief pat covered the subject admirably and gave 
your readers exceedingly valuable advice, which should prevent 
over-enthusiasm and later embarrassment concerning the use 
of so-called BCG. At this moment no one knows just what 
the cultures contain that are being dispensed as BCG. 

Calmette was a man of unquestioned integrity who became 
one of the most proficient bacteriologists in the world. He 
constantly warned against introducing into humans tubercle 
bacilli which wouid bring forth tubercles. He laboured 
unceasingly to produce such a bacillus and exercised great 
care to sure his organism would qualify before he and his 
co-worker gave it their great names (Bacillus Calmette-Guérin) 
in 1921. ose who followed and sought to maintain this 
culture were not so careful. Although Calmette said that BCG 
was a virus fixé in 1924, they overlooked the mutation factor 
and erroneously assumed that the organism would not change 
through subsequent years and decades. It seems almost 
unbelievable that this culture could have been propagated so 
long in so many laboratories under the name of BCG without 
anyone taking time to determine whether changes had occurred 
until Dubos and his co-workers came on the scene. 

Marked differences in virulence had been observed between 
the cultures in various laboratories, but these were attributed 
to unimportant causes. It was not until Dubos brought 
cultures together from a sizable number of laboratories that 
it became known that no two are alike even in their gross 
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cultural appearances. It was not until his investigations were 
under way that it was known that none of these cultures is 
composed of a single bacterial form such as Calmette and 
Guérin produced. All of them, he found, contain multiple 
bacterial forms. Moreover, the various bacterial forms found 
in each culture vary markedly in their ability to multiply in 

One wonders if it is not these forms with such definite 
invasiveness in so-called BCG cultures which has produced 
progressive and killing tuberculosis in animals on deficient 
diets, those which are silicotic and even those without abnormal 
physiological or pathological conditions. 

It is paradoxical that in the recent world-wide campaign for 
the administration of BCG a large part of the material used 
was derived from the culture whose changes in virulence have 
caused considerable concern for several years. Dubos ef ai. 
say: *As far as is known, all the strains of BCG presently 
in use are derived from the attenuated culture first obtained by 
Calmette and Guérin. Although there is as yet no uncontro- 
verted evidence that this culture has ever recovered full 
virulence, there is no doubt that it has undergone considerable 
variations in the course of its long career. Indeed, it would 
be very surprising if it had not. A. Jensen, for example. 
has pointed out that the strains available in Scandinavia at 
the end of World War II varied appreciably with reference 
to the severity of the skin lesions which they could elicit in 
normal guinea-pigs. Similarly, it has been observed in our 
laboratory that three strains of BCG obtained from American 
collections differ significantly in their ability to produce 
pulmonary lesions in mice following intravenous injection.” 

They found that cultures issued in the United States and 
other countries are mixtures of different bacterial forms and 
differ in many of their properties. They differ, in particular, 
in the extent of multiplication in vivo in experimental animals. 
When injected into the skin of guinea-pigs, the specific dif- 
ference between each vaccine was observed not only in the 
size of the local lesions, but also in the persistence of the 
lesions. Cultural characteristics of these strains differed to 
such a degree that they could be differentiated just by their 
gross appearances 

Suter and Dubos say: ‘Cultures of the three strains 
(American) were found to consist of morphologically hetero- 
geneous populations, each culture being made up of three main 
colonial types—spreading, intermediate and non-spreading 
The percentage distribution of colonial types was characteristic 
for each culture and remained constant during cultivation in 
liquid media." These authors have also studied the cultures 
from France and Denmark and found that they, too, differ in 
the same manner 

Inasmuch as it is now known that such marked changes have 
occurred in the various cultures since Calmette produced BCG, 
we have no assurance that even more invasive forms will not 
appear in the future 

Van Deinse ef al. measured 
cultures of various origins. Cultivated on bile-potato or in 
Sauton’s medium. they revealed great differences in shape 
Bacilli as prepared and cultivated in the Pasteur Institute were 
found to be three times longer than those cultivated in Den- 
mark. Therefore the Danish BCG at the same apparent con- 
centration contaired three times more bacilli than did the 
French. The authors emphasized the danger of over-dosage 
resulting in severe local and regional lymph node involvement. 
A BCG culture growing and being dispensed in the United 
States was found to be from 10 to 100 times weaker than one 
being produced in another part of the country. 


tubercle bacilli from BCG 


It was. formerly emphasized that BCG has a fleeting 
existence in animal and human bodies but leaves them 
immunized. However, Vorwald et al. have found that the 


bacilli are alive for at least 18 months in silicotic guinea-pigs 
How much longer they may survive is not known. Neither 
is it known how !'ong they live in human bodies. Gernez- 
Rieux administered BCG to guinea-pigs by the scarification 
method. Organisms were regularly récovered from the skin 
lesions on the forty-first day and occasionally on the seventy- 
ninth day. Regional lymph nodes revealed bacilli on the one 
hundred and seventy-fifth day. 

Contrary to a former belief, BCG is carried from the site 
of administration to internal organs and lymph nodes a short 
time after administration. Gernez-Rieux found BCG in the 
spleen on the eleventh day after administration by the skin 
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scarification method. Strom found that, when administered 
intracutaneously, some bacilli reached the nearest lymph node 
18 cm. distant in three minutes, and about half had arrived 
at this point in 10 minutes. 

In the early 1920's Dr. Calmette was urged to make a con- 
trolled study of the efficacy of BCG. ec refused on the 
grounds that its efficacy had been so thoroughly proved that 
such a study was unnecessary and also that large numbers 
would be denied its benefit while such a study was being 
conducted. The same opposition has been voiced to the 
— moment, with the result that a well-controlled study 
as not yet been conducted any place in the world. With the 
greatest scourge of mankind since prehistoric days on the 
plains of the Ganges, it seems inconceivable that physicians 
anwhere should now feel that the urgency is so great for the 
use of an unproved and probably dangerous tubercle bacillus 
called vaccine, that time cannot be taken to determine its 
efficacy and safety on a strictly controlled scientific basis 
This appears to be a case of enthusiasm outrunning wisdom 
and judgment. This has justified the recent statement b 
Andrews that never before in medical history has so muc 
work been done on such slender evidence and with such a 
woefully incomplete knowledge of the substance being used. 

Thoroughly controlled studies have been conducted on 
animals. More than 20 years ago the veterinary profession of 
Canada and the United States put BCG to the most rigid test 
They used large numbers of cattle under ideally controlled 
conditions. The result was that the animals which received 
BCG developed just as much and just as serious tuberculosis 
as the controls when later subjected to the same exposure to 
animals with contagious disease. The findings were so con- 
clusive that BCG was promptly discarded for lack of efficacy 

The statement so frequently heard, that BCG has been 
administered to S50 million people without harming one, is 
totally devoid of factual evidence. These recipients have not 
been under observation long enough to justify any conclusion 
whatsoever. A good many persons in the world who have 
received BCG have later fallen ill and some have died from 
tuberculosis. Flimsy excuses have often been made for these 
occurrences but the literature records little evidence of anyone 
having seriously attempted to determine whether BCG was 
responsible, or why it did not save them. 

To administer BCG to infants and children after which such 
a small percentage soon developed clinical tuberculosis is no 
indication that BCG is harmless or that it has protected them 


against later illness or death from tuberculosis. Identical 
situations have been reported among infants and children 
infected with virulent bacilli. A number of years ago we 
reported a study of 813 children who became infected with 


virulent tubercle bacilli between birth and the age of 5 years 
Only 11 (1.35%) died, and only 11 others developed extra- 
thoracic lesions (1.35%) which were treated successfully during 
the entire period of childhood. The remaining 791 (97.3%) 
presented no evidence of clinical disease during the period of 
childhood 

All too often accomplishments by standard methods of 
tuberculosis control have been accredited to BCG. In Japan 
it was reported that tuberculosis mortality dropped from 280 
per 100,000 population in 1945 to 181.1 in 1948. This sharp 
decrease was attributed to BCG. Apparently no credit was 
given to the excellent general health programme that was in 
progress during these years, which resulted in a decrease in 
mortality from all causes from 29.2 per 100,000 in 1945 to 
11.9 in 1948, a decrease of 59%. Apparently credit was not 
given to the 143 sanatoria that were made available during 
this period in addition to a sizable number of beds for tuber- 
culous patients in general hospitals 

At the same time that this decrease in tuberculosis mortality 
occurred in Japan, it was observed that in Rio de Janeiro the 
tuberculosis mortality dropped from 342 per 100,000 population 
in 1945 to 242 in 1948, and to 168 ‘n 1950. This decrease in 
mortality occurred for the most part among persons beyond 
the age of 20 years, to whom BCG had not been administered 

In Denmark tne death rate declined from 174 in 1918 to 
30 in 1947. BCG proponents were inclined to attribute this 
decline, particularly in the latter part of the period, to the 
use of BCG. In Iceland, without BCG, tuberculosis mortality 
decreased from 203 per 100,000 in 1929 to 26 in 1949, 
greatest decreases and the lowest mortality rates in the world 
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have occurred in places where standard methods have been 
employed and where BCG has not been used. 

After a careful study of world-wide evidence, Anderson and 
Palmer said: ‘We cannot give unqualified credence to the 
belief that a general or decided decline in tuberculosis mor- 
bidity in France or Denmark or any other country where BCG 
has been used constitutes evidence that BCG vaccination was 
effective.” 


J. A. Myers, M.D. 


The Medical School, 
University of Minnesota, 
Minneapolis, 14, U.S.A 
12 April 1952 


ANTIOBIOTICS IN TREATMENT 


To the Editor: 1 read with interest the plea of Drs. Beemer 
and Dormer against the indiscriminate use of modern anti- 
biotics. While in complete agreement with them, I would stress 
that they possess the optimism of youth! 

‘n theory the plate sensitivity tests suggested would be a 
boon, but the practicability of such tests is precluded by the 
general practitioner's rushed existence, and possibly by other 
factors as well 

In view of the grave complications which they allege may 
result from the use of certain modern drugs, one wonders if 
their use is justified other than in the most exceptional circum- 
stances, 

Be that as it may, only the intervention of the import con- 
trol authorities will bring about any change in the situation. 

The doctors quoted will no doubt have read that excellent 
article by Dr. Theron, Why do my Patients leave me? The 
family doctor to-day, is not, alas, the power that he used to 
be. The average patient of modern times is quite capable 
of forsaking his doctor during some illness, and consulting 
another doctor in the hope that he will give the treatment 
that he (the patient) wants! 

{He did want M & B—he now wants Penicillin.) 


The lay press drums into the layman the miraculous 
properties of modern antibiotics, and this ‘little knowledge" 
so acquired, is in time going to prove a very dangerous thing 
indeed! If | may don the mantle of the prophet: The time 
may not be far distant when treatment will lie within the scope 
of the patient himself: this, either by fair means or foul. He 
is becoming all too aware of the easy methods embraced by 
modern antibiotic treatment. Doctors themselves do, no doubt, 
use antibiotics, especially Penicillin, too hastily. [Aureomycin 
is yet too expensive for the dispensing doctor!] However, in 
the majority of cases, illness and pain are curtailed by many 
days. 

In my decade of general practice, the nature of many 
illnesses and their subsequent treatment has undergone many 
changes, e.g. follicular tonsillitis and the acute throats of 
to-day, appear in my opinion, to be almost always serious. 

This may be due to a new strain of organism developing 
as a result of modern therapy. Delay is not warranted, and 
here again Penicillin therapy brings about a rapid recovery. 
At this stage I would condemn entirely the use of the courit- 
less millions of sulpha tablets so zealously prescribed, and often 
in minimal doses. I feel sure most doctors will agree with 
me when I say that they are useless in tonsillitis, and even 
dangerous 

Sulpha therapy has. in my opinion, a definite but limited 
field of usefulness. Infections of the renal pelvis and con- 
junctiva come to one’s mind as examples, and of course the 
local therapy of burns and wounds. I have digressed:' but 
I feel that while answering my Durban colleagues (who, | 
humbly acknowledge, are far better informed than myself), 
I have at the same time expressed some thoughts that must 
be disturbing the minds of many general practitioners. 


Arnold Rieck. 
P.O. Box 7, 
Hope Town, C.P 
18 April 1982. 
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History or Scurvy 


To the Editor: In thanking Drs. Hickley and Stewart for 
their timely account of the history of scurvy I would like 
to make a small addition to the story, as it unfolded in 
South Africa; and that is to draw attention to a paper con- 
tributed by Dr. Neil MacVicar to the South African Medical 
Record in 1906, 4, 101. 

Although the basic facts regarding the nature of this 
terrible disease had long been available, they were too simple 
and too unusual to gain general acceptance, and at the time 
this paper was written it was attributed to a toxaemia or an 
infection. 

After describing his observations on 12 consecutive cases of 
scurvy treated in the Victoria Hospital, Lovedale, he draws his 
conclusions, which, as we now know were entirely correct 

* The main cause of the disease is the absence from the dict, 
or the presence in insufficient quantity in the diet, of fresh 
food, animal or vegetable. The one theory of scurvy which 
seems to fit all the observed facts is that fresh food possesses 
an anti-scorbutic power which it loses as it gets old, though 
in other respects it may be in perfectly good condition.’ 

I think this was the first paper on the subject of scurvy to 
appear in the medical press of South Africa. Its quality can 
best be judged by reading the confused literature of the period 

By 1920 he had so far extended his observations that in 
a second paper to the same journal he was in a position to 
note the anti-scorbutic properties of utywala as compared with 
amarewu; also to note that wild herbs probably possessed anti- 
scorbutic properties since the disease was unusual amongst 
the heathen women and children who ate them. but not 
amongst the men and the Christians who did not 

This paper also includes other pertinent observations. In 
November 1918 Chick reported the superiority of lemon over 
lime juice. MacVicar at once saw the importance of this and 
reported: ‘During last year’s drought I got a weekly supply 
of lemons from a farmer and had them squeezed and the juice 
used in the treatment of scurvy’. 

It is always so easy to be wise after the event, but I well 
remember the impression these two papers made up@én me 
when I first read them. They are but an early example of the 
clarity of thought and the wisdom which characterized this 
great man. 


F. W. Fox 


South African Institute of Medical Research, 
P.O. Box 1038, 
Johannesburg. 
16 April 1952. 


ESSENTIAL HYPERTENSION 

To the Editor: In your issue of the Journal of 12 Apri 1952 
Professor Brock of Cape Town has been so good as to refer 
to my article on Essential Hypertension of March of this 
year. I wish to thank him for his constructive and scholarly 
criticism 

As the surgeon sees the problem of essential hypertension 
the crux of the matter is the time lag between the onset of 

persistent hypertension and the stage when the case is referred 
or surgical treatment. The conclusion is inescapable that 
there has been in most such cases a period when the prognosis 
would have been vastly better had cardiovascular darmage not 
been allowed to progress so far May I again quote 
Smithwick* : 

“It is of interest and great clinical importance to be aware 
of the manner in which hypertension develops in man. This 
is so not only from the viewpoint of theories of origin but 
also from the viewpoint of prognosis. So long as hypertension 
is spontaneously reversible in response to short periods of rest. 
cardiovascular disease is rarely in evidence and the prognosis 
is excellent. Occasional male patients develop cardiovascular 
changes of consequence in the stage of transient hypertension 
This is rarely the case in females. It is undoubtedly true 


* Smithwick, R. H. (1949): Surgical Clinics of North America, 
29, 1699-1730. 
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that most hypertensive patients remain in the stage of inter- 
mittent hypertension for many years. Since most physicians 
do not differentiate between intermittent and persistent hyper- 
tension, they may gather the impression that hypertension may 
be a relatively benign disorder. In my experience, once 
patients have reached the stage of persistent hypertension, 
as we have defined it, evidence of cardiovascular damage 
varying from slight to marked is present in over 95% of 

tients. From this point the prognosis becomes quite dif- 
erent and varies according to the amount of cardiovascular 
damage which exists when the patient is first seen and the 
severity of the hypertension as judged by the resting diastolic 
level. The prognosis for males is poorer than for females. 
Once hypertensive patients develop cardiovascular changes, 
these changes are progressive in nature. The rate of progress 
of cardiovascular disease varies greatly. Once cardiovascular 
disease develops the prognosis must be guarded because few 
hypertensives five to die of causes other than those related 
to cardiovascular disease. The fact that the stage of persistent 
hypertension is the beginning of the crucial stage of this dis- 
order cannot be over-emphasized. This cannot be detected by 
ambulatory pressure readings.” 

It would appear to be sound practice to look upon essential 
hypertension as a serious disease so that its victims may be 
kept under such vigilant observation that valuable time is not 
lost before exhibiting therapy. 

Lee McGregor 
136 Lister Buildings, 
Jeppe Street, 
Johannesburg 
21 April 1952 


To the Editor: Professor Brock ' rejects Mr. Lee McGregor's 
suggestion that all hypertensives should be submitted to 
prophylactic sympathectomy. The problem has two com- 
ponents : — 

1. Does all hypertension ultimately run a grave course? 

2. If so, is sympathectomy the radical treatment likely to 
arrest its basic natural history? 

1. Practitioners will agree with Professor Brock that many 
hypertensives cheerfully live out their life-span untroubled by 
their high blood pressure. He quotes Burgess’ figures which 
seem to show that this favourable course is likely for most 
hypertensives. On the other hand, we have the gloomier 
statistics of the —* + Life Insurance in respect of quite 
minor excess of systolic pressure (ranging from 16 to 24 mm. 
above normal). Here the increase in death rate was 48%, *! 
I cannot see how to reconcile these two sets of figures. We 
are left with the conclusion that an unknown proportion of 
hypertensives run a benign course. Evidently, as Professor 
Brock remarks, only those cases which are progressively ill 
require treatment. 

2. Is sympathectomy likely to arrest these progressive cases 
at an early stage? The following evidence is definitely against 
the prophylactic value of sympathectomy : 

(a) Pickering, working on human hypertensives, paralysed all 
nerves to various selected vascular sites with local anaesthesia.* 
Arteriolar spasm still continued; this —~ that the spasm, 
i.e. the hypertension, was not caused by any nervous agent: 
it must be a blood-borne agent. 

(b) Goldblatt produced hypertension experimentally by 
reducing the renal blood flow to the denervated kidney.’ This 
appears to be a defensive reaction, hormonally subserved, 
whereby the renal mass maintains its failing intra-glomerular 
pressure. It is important to realize that this defensive reaction 
is exaggerated beyond the excretory needs of the subject; for 
if one kidney alone has been affected, hypertension disappears 
immediately it is excised and the subject maintains perfect 
health on the remaining kidney. Goldblatt can produce 
hypertensive dogs whose renal function, as judged by all 
excretory tests, is normal. In this respect his experimental 
cases resemble human ‘essential hypertension’ and Goldblatt 
believes that the genesis of clinical essential hypertension is 
an obliterative sclerosis of the afferent glomerular arteriole. 
In spite of the objections raised by Goldring and Chasis ® as 
a result of their studies of the renal circulation, Goldblatt’s 
views remain the most fruitful working hypothesis; we should 
continue to seek the cause of clinical hypertension in some 
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subtle change of the glomerular circulation. In any case, 
Goldblatt’s hypertension is certainly of hormonal origin. At 
no stage, either before or after its inception, could he cure 


it by sympathectomy. Sympathectomy offers as little hope 
in human hypertension similarly caused by some blood-borne 
agent 


(c) But the strongest argument against the * sympathetic’ 
origin of hypertension is furnished by the sympathectomists 
themselves et no one under-estimate these surgeons for their 
anatomical knowledge, the finesse of their delicate surgery at 
a depth, and the sheer hard work of collecting masses of facts 
over the years. In this country Mr. Lee McGregor has been 
outstanding such work It has been a magnificent 
experiment in human disease whereby the protagonists have 
finally discredited their own theory. Their earlier excisions 
produced only minor and temporary lowering of blood 
pressure in a proportion of cases. Therefore they increased 
the scope of their sympathectomies until finally Grimson is 
performing ‘total sympathectomy * Sull the blood pressure 
stays high. If high blood pressure were really mediated by 
the sympathetic system it would have come down in no 
uncertain fashion after this grim and thorough sympathetic 
ablation. But it may be fortunate that sympathectomy has 
tailed to reduce the blood pressure to normal. I have already 
pointed out that hypertension may play 4 different roles." It 
may be either neutral, offensive, defensive or defensive- 
offensive. In experimental hypertension the rise of pressure 
is a defensive mechanism designed to maintain the renal 
excretion; it may be exaggerated out of proportion to the 
patient's needs until it has become offensive to the brain, 
retina and heart; it is now defensive-offensive. If we accept 
Goldblatt’s theory of human hypertension, we must believe 
that any successful attempt to lower the pressure permanently 
to normal would cause serious interference with renal function 
However, in cases where the defence mechanism had become 
exuberant, it would be an advantage to reduce it slightly. 
This is exactly what sympathectomy does; Mr. McGregor 
reports that 47%, of his patients showed a post-operative fall 
of 20 mm. in their diastolic pressures. There seems no doubt 
that grave headache, retinopathy and cardiac failure may show 
some relief in these cases. Sympathectomy probably acts by 
relieving the vascular system of the continual transient 
nervous reflexes which normally subserve short-term pressure 
regulation (the straw which breaks the camel’s back). The 
main burden of hypertension, hormonally subserved, remains 
as before. In this way we can appreciate Smithwick’s claim 
that 


sympathectomy prolongs life, in cases where it is 
indicated 
SUMMARY 
1. Most cases of hypertension are probably a defence 


mechanism against an occult disease process. 

2. Often the disease is relatively stationary, the compen- 
sation being adequate and not excessive. No attempt should 
be made to disturb this useful hypertension. 

3. Only where the disease is progressive and the defensive 
mechanism exaggerated to cause headache, retinopathy and 
incipient cardiac failure, would it be advantageous to effect a 
partial lowering of the high blood pressure 

4. The sympathetic system does not mediate hypertension 
Therefore sympathectomy will neither prevent the development 
of hypertension nor cure established high blood pressure. This 
is fortunate, since it is desirable merely to lower excessive 
blood pressure and not to remove the entire defensive 
mechanism In only a small minority of cases is this 
mechanism exaggerated to cause headache, retinopathy and 
cardiac failure 

Sympathectomy benefits a proportion of such cases though 
it does not attack the essential causative mechanism of the 
disease. Operation should be done and done quickly before 
the operative risk is too bad. Incidentally these indications 
for operation seem to have reached by many practical 
British surgeons '® without much reference to theory, They 
seem to have learned ‘the hard way’. 
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Bernard Goldstone. 


Carmel House, 

7-9 Gladstone Street, 
East London. 

1 May 1952. 


Compinep Srupy anp Sicht-Seeinc Tour or Europe 

To the Editor: At the end of 1950 a tour was organized to 
Europe for medical students and doctors. This tour was 
warmly received in Holland and Switzerland and proved a 
great success. A similar tour is projected this year, but 
exclusively for qualified doctors and their wives. 

The tour will again be organized by the Netherlands Bureau 
for Foreign Relations for Students and a comprehensive tri 
has been planned through Holland, England and Paris wit 
the object of visiting the most important medical institutions 
as well as sight-seeing and a holiday in Austria. Lectures and 
demonstrations will be given by leading men with the accent 
on recent developments. Clinics, laboratories and team centres 
will be visited and there will be ample opportunity for 
exchange of ideas. A friendly and cordial atmosphere will 
prevail, The medium in all countries will be English. 

The tentative programme of the trip is as follows 

1-15 December: Holland. Special attention to Amsterdam, 
Utrecht and Leiden where lectures, demonstrations and visits 
to special institutions—some of which are foremost in Europe 

will be on the programme 

Trips wiil be organized to the Zuiderzee dyke, a model 
Friesian cattle farm, Dutch peasantry, the Philips medical 
instrument factory including the electronic microscope, the 
nature reserve Hooge Veluwe, the Hague, etc 

16-30 December: England. Lectures, demonstrations, etc., 
in the well-known London hospitals. Special interest will be 
given to institutions of the National Health Scheme. Visits to 
other cities, Oxford, Stratford-on-Avon, etc., and the country- 
side will be arranged 

30 December-6 January: Paris. Lectures in English by 
French professors, visits to hospitals, excursions through the 
city with English-speaking guides and visits to clubs and the 
Opera 

7-17 January: Stay in Tirol, Austria, 
partaking in all branches of winter-sports. 

19 January: Home 

The journey will be either by K.L.M. Constellation at the 
return price of £260 and a travel time of one day, or by a 
Dakota of Tropic Airways at the return price of £195 and a 
travel time of the single journey of 4 days with stops at 
Entebbe, Wadi Halfa and Malta for the nights. The cost of 
the tour will be approximately £100, so that the total cost 
will be £360 if travelling by K.L.M. and £295 if travelling by 
Tropic Airways. This will include journey by plane, travel 
expenses in Europe, accommodation in first-class hotels, costs 
of all excursions and all meals. Participants have to provide 
their own pocket money, deal with their passports and visas 
themselves and make their own arrangements for transport to 
and from Palmietfontein 

As the total number of participants will not exceed 56, 
interested persons should communicate with the organizer in 
South Africa, Dr. H. E. van Hoepen, General Hospital. 
Johannesburg, as soon as possible and not later than 15 July 


H. E. van Hoepen, M.D. 


with the chance of 


Ward I, 

Johannesburg Hospital, 
Johannesburg 

25 April 1952. 
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Free HOSPITALIZATION IN THE TRANSVAAL 


To the Editor: Referring to the letter published in the Journal 
of 12 April 1952, under the signature of Dr. F. P. Reid, | 
think I should point out that Dr. Reid is under a 
misconception. 

The position is that a patient who is admitted into a 
Transvaal Public Hospital as a private patient is not entitled 
to free ancilliary services but, in addition to his doctor's fee. 
is responsible for fees for all other services, such as X-ray. 
pathological examinations, etc. 


Medical House, 
Hospital Hill, 
5 Esselen Street, 
Johannesburg. 
26 April 1952. 


Augmented Executive Committee 


Part-Time District SURGEONS 


To the Editor: As requested by you, I have pleasure in sub- 
mitting for publication details of the steps which have hitherto 
been taken with regard to obtaining an increase in district 
surgeons’ fees. 

In 1949 it was decided at a meeting of the District Surgeons’ 
Society that a deputation consisting of Dr. Theo Radlofi 
(Chairman) and Dr. P. G. J. Koornhof (Secretary: Treasurer) 
should meet and discuss with both the Minister and the 
Secretary for Health the absolute necessity of increasing the 
different fees of district surgeons. 

This meeting was originally arranged for 8 November 1949, 
but was later postponed by the Minister due, in the first 
instance, to his indisposition and subsequently to heavy 
pressure of work. 

Only on 20 February 1950 was Dr. Stals, together with Dr. 
Gale, in a position to meet our deputation (which had in the 
meantime been joined by Dr. P. du Toit in his capacity as 
Vice-Chairman). The Minister proved very sympathetic and 
assured us that the matter would receive his consideration 
We gained the impression that, notwithstanding the terrific 
increase in general expenditure, the Department would see its 
way clear to increasing certain fees. 

No further news having been received by 18 August 1950. 
I once again wrote to the Minister and was advised that the 
matter was being referred to the Department for urgent atten- 
tion and that news would be posted as soon as possible. This 
information was followed a fortnight later by a letter signed 
by Dr. Stals himself, intimating that the Department was 
engaged on the accumulation of vital statistics, gleaned from 
the annual reports of District Surgeons for the year ended 
30 June 1950. Not all annual reports yet having come to 
hand, it would, however, be some considerable time before a 
final decision could be reached. This was the last communi- 
cation received from Dr. Stals before his death 

On 7 May 1951 Dr. Bremer, the new Minister of Health. 
was apprised of the situation by letter and I once again pleaded 
our cause very emphatically. 

On 6 June 1951 Dr. Bremer’s private secretary replied to 
my letter, stating that it was impossible for the Minister to 
go into our complaint during the present Parliamentary 
Session, but that the matter would be very carefully gone into 
during the next Session. He pointed out, however, that not 
only Dr. Bremer but also the Minister of Finance would be 
concerned in the matter. 

After a recent further telegraphic inquiry on our part, a 
letter dated 18 March 1952 was received from the Secretary 
for Health, once again stating that our complaint was 
receiving attention and that further news would be posted as 
early as possible. 

Such then is the position of affairs. and until the next meeting 
of the District Surgeons’ Society in September. no further steps 
can be taken. I sincerely trust that at the coming meeting 
the matter will be passed on to Federal Council. 


P. G. J. Koornhof. M.B.. Ch.B., D.P.H. 
Honorary Secretary: Treasurer, 
District Surgeons’ Society. 


P.O. Box 335, 
Bethlehem 
29 April 1952. 
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ESTINYL 


SUSTAINED LEADERSHIP IN 
ORAL OESTROGEN THERAPY 


Clinically confirmed efficacy maintains ESTINYL’s standing 
in the forefront of oral oestrogen preparations. Its potency 
is unequalled by any oestrogen—natural or synthetic—in 
use to-day. In rapidity of action, ESTINYL is comparable 
to preparations requiring injection. Its noteworthy free- 
dom from side-effects in therapeutic dosage permits un- 
disturbed treatment. Beneficial response to minute doses— 
measured in 1/100 mg.—makes for economy. Tablets of 
0:02 and 0:05 mg. in bottles of 30, 60, and 250's. 


I 
CORPORATION BLOOMFIELD, N.J. 
Sole Distributors > SCHERAG (PTY.) LTD., P.O. BOX 7539 - JOHANNESBURG 


WHAT IS ROTERCHOLON? 


Rotercholon is a new synergistic association of medicaments, all of which have an 
important action in controlling disorders of the biliary system. 


No narcotics — no disagreeable or harmful side-effects. 


WHAT DOES ROTERCHOLON DO? 


Rotercholon has a powerful cholagogic and choleretic action. 
Powerfully stimulates secretion and flow of bile. Hinders formation of gall-stones, improves biliary 
drainage which relieves spasticity. Stimulates gastric function and intestinal peristalsis. Has mild 
antiseptic action-which favourably influences inflammation of biliary passages. 


WHEN IS ROTERCHOLON INDICATED? 


Important samen for use a 
TRA — HEPATIC DISORDERS, such as Cholecystitis, Cholelithiasis. HEPATIC DISORDERS; 

eeoainen Hepatic insufficiency, Cirrhosis. JAUNDICE due to insufficient permeability of the bile- 

ducts. PREGNANCY DISORDERS of the Hepato-biliary system. DIGESTIVE MANIFESTATIONS 

OF BILIARY ORIGIN; Anorexia, Flatulence, Sensation of Abdominal fullness. CHRONIC CON- 

STIPATION. ENTEROCOLITIS. 


You are invited to write for full particulars and clinical trial supply 


IMPORTERS 


HARRY DELEEUW CO. (PTY.) LTD. 


P.O. BOX 7, MARAISBURG, TRANSVAAL, SOUTH AFRICA 


Distributors for South Africa and S.W.A.: 
ALEX LIPWORTH LTD. Johannesburg, P.O. Box 4461 ; Cape Town P.O. Box 4838; Durban, P.O. Box 1988 
Distributors for Rhodesia: GEDDES LTD. Bulawayo, P.O. Box 877; Salisbury, P.O. Box 1691 
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A combination 
of qualities 


The claims ot ‘Dettol’ do not rest on any single quality desirable 
in an antiseptic, but rather upon the combination of several 
essential properties. It can be used at fully effective strengths 
with safety; that is, without risk of poisoning, discomfort 
or damage to tissue. It retains a high bactericidal potency 


in the presence of blood, it is stable, and agreeable in use. 


DETTOL 


THE MODERN ANTISEPTIC 
RECKITT & COLMAN (AFRICA) LID. P.O. BOX 1097, CAPE TOWN 


Announcing 


PRICE REDUCTIONS 


In these days of ever increasing costs—the question of 
“price to patient’’ becomes more and more important. 
For this reason in particular we have pleasure in announc- 
ing the following price reductions—due to the recent 
drop in Penicillin prices: 


Previous Price NEW PRICE 


per fluid drachm for ORAL administration. 16/- each 14/6 each 


PENDEX cc.  bottles—Vasoconstrictor 


containing |,500 1.U. Penicillin per c.c. with 
1% Paridrinex. 10/- each 8/3 each 


PHARMACAL PRODUCTS (PTY.) LTD. 


Diese! Street — Port Elizabeth 
for 
Smith, Kline & French International Company — Philadelphia 


Xxvi 
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Cortone.... 


(CORTISONE Acetate of MERCK & Inc.) 


PARENTERAL 


interchangeable and equally effective 


Clinical studies have demonstrated that the 
therapeutic activity of Cortone is similar whether 
administered parenterally or orally. 

Dosage requirements are almost identical, and the two 
routes of administration may be used interchangeably 

or additively at any time during treatment. 

The cost per gram is about the same for each. 

Cortone Acetate Tablets, 25 mg. each, are supplied 

in bottles of 40, totaling 1 gram, the equivalent in Cortone 
content to 2 vials of the saline suspension. 

Cortone Acetate — supplied as a sterilized saline 
suspension suitable for intramuscular injection — is 


available in 20 c.c. vials (1 c.c. = 25 mg.). 


Literature on request. 


EXPORT 
MERCK (NORTH AMERICA) INC. | eee hee 
161 Avenue of the Americas, New York 13, N. Y., U.S.A. 
Rahway, N. J., U.S.A. 
*Contone is the trade-mark of Merck & Co., Inc. for its brand 
of Cortisone. 


Distributor: MULLER & PHIPPS SOUTH AFRICA (PTY.) LTD., 
Johannesburg, Cape Town, Durban, Port Elizabeth, East London 
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in these giant fermenters the 
final stage of erowth of the 
Penicillium takes place 
under sterile conditions 


‘DISTAQUAINE? G 


brand and agents of 


The original British procaine salt of penicillin ALLEN & HANBURYS LTD 


for use as an aqueous suspension 
BRITISH DRUG HOUSES LTD 
Fials of 300,000, 900,000 and 3,000,000 units 


BURROUGHS WELLCOME & CO 


*DISTAQUAINE’ FORTIFIED EVANS MEDICAL SUPPLIES LTD 


band IMPERIAL CHEMICAL 
procaine salt plas potassium salt of penicillin (PHARMACEUTICALS) LTD 


for use as an aqueous suspension PHARMACEUTICAL SPECIALITIES 
Vials of 400,000 and 1,200,000 units (MAY & BAKER) LTD. 


Distaquaine’, a trade merk, is the property of the manufacturers 


DISTILLERS COMPANY, 
(BIOCHEMICALS) LIMITED 


ENGLAND 


ti for convenient penicillin therapy 
Disirihuted by the associates 
SPEKE 
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In the Service» 


HE physiological basis of “the longings of 

pregnancy” is, of course, plain hunger induced 
by the additional demands of foetal growth and the 
extra requirements for maintenance of maternal 
well-being. 


Dietotherapy 


What expectant mothers “long for’’ is extra food in 
for Mother quickly accessible and palatable form. While treat- 
and Child ment therefore suggests itself, present-day shortages 

and rationing make the purchase of supplementary 

toods a difficult problem, especially during pregnancy, 

when shopping activities are necessarily restricted. 

tal For sausfying the keen-edged appetite of pregnancy, 

In the Service the prescripuon is—a quickly prepared, tasty meal 
of Obstetrics consisting of first-class protein, carbohydrate and 
fat—as comprised in ‘Ovaltine’. This delicious food 

supplement provides malt, milk, cocoa, soya, eggs 

and additional vitamins; it is readily available and is 

easily made up; meticulous laboratory control during 

different stages of manufacture ensures its entire 

_ purity and highest possible standard of quality. 


For pre-natal alimentation both for maternal strength 
and foetal development, ‘Ovaltine’ is the preferred 
food beverage, 

Vitamin Standardization 


per oz —Vitamin B,, 0.3 mg.; 
Vitamin D, 350 1.u.; Niacin, 2 mg 


Ovaltine 
A. WANDER LIMITED, LONDON W.1. 


Factory, Farms and ‘Ovaltine’ Research Laboratories: 


Kings Langley, Herts 
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For South African Practitioners 
ew Are you preparing for any Medical, 
Surgical or Dental Examination? 


Send Coupon below for valuable publication 


“GUIDE TO MEDICAL EXAMINATIONS” 


PRINCIPAL CONTENTS 


The Examinations of the Qualifying Bodies. 
The M.8.C.P. Senden and dinburgh 
Anasthetics. 


THE SECRETARY 
MEDICAL 
COLLEGE 


study in At Aric? 
and come up to Gree: 19 Welbeck w2. 


Britain for exami- onsen om, of your 
edical Examinations” 
As a diuretic in Cardiac and Renal Oedema, grad oe = 


in Eclampsia and Angina Pectoris. 
Peterphyllin exerts a stimulatory effect 
on the Medullary Respiratory Centres South Atican Uttices: P.O. BOX 2239, DURBAN, NATAL. 


qualiications 


PETERPHYLLIN TABLETS PETERPHYLLIN INTRAVENOUS 

Gr. 14 and Gr. 3 
Bottles of 100 and 500 tablets 0.25 gm. (32 gr.) in 10 c.c. 
PETERPHYLLIN with PHENOBARBITONE 
Peterphyllin ... . Boxes of 6 ampoules Travel is a Wonderland 


Bottles of 40, 100 and 500 tablets 


PETERPHYLLIN and EPHEDRINE CO. 
Peterphyllin ... ... ... ... Ib gr. 
Ephedrine HCI... ... ... gr. 
ber. ... that on the first 400 miles of the 
Bottles of 40, 100 and 500 tablets Boxes of 10 Suppositories t 1 train trip from Cape Town to Johannes- 
burg, the line rises 4,500 feet in altitude 
—nearly a mile! 


“IT never knew... 
0.5 gme. (74 gr.) in each 


Manufactured in South Africa by 


. that South African Airways Con- 
stellations take you to Europe in under 
24 hours. 


PETERSEN'S 


. . . that in 40 years the mileage of the 
ple Road Motor Services has risen from 21 


miles (Botrivier—Hermanus) to 27,000, 
‘ — fad serving the length and breadth of the 
Union. 


SOUTH AFRICAN RAILWAYS SOUTH AFRICAN AIRWAYS ROAD MOTOR SERVICES 


Established 1842 
INK 5 


P.O. Box 986 P.O. Box $785 
BULAWAYO JOHANNESBURG 


Axx 17 May 1952 
POST GRADUATE 
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“ASTHMA 
‘BRONCHITIS 
“EMPHYSEMA 


are rapidly relieved by the 
INHALATION 
THERAPY 


BRONCHOVYDRIN is a specially balanced Adrenaline technique obviating 
parenteral injections and free of any secondary effects, yet affording dramatic 
relief of all forms of bronchospasm, whether physical, nervous or allergic. 


e 
WAND INHALER Available in cartoned bottles of 12.5 gm. 


Available with or 
without a Face Mask 


SUPER PAG is a large 
table model and can be 


supplied with single or PNEUMOSTAT ELECTRIC INHALER is suitable for 
double bulb, also with AC-DC of 90-110 volts or 200-250 volts, and is supplied 
bakelite stand. complete with two SUPER PAG Inhalers either of which 


“ SUPER PAG HAND INHALER is brought into use by a two-way tap. 


RIDDELL INHALERS deliver a fine degree of dry atomisation in the 


region of 20 microns, which is absorbed by the alveoli with extreme rapidity 
affording relief to an ASTHMA attack within the matter of seconds and yet 
is very easily administered by the patient without inconverience. 


Please write for technical data. 
PNEUMOSTAT ELECTRIC INHALER 


RIDDELL PRODUCTS LIMITED 


AXTELL HOUSE, WARWICK STREET 
South African Representatives: FASSETT & JOHNSON LTD., 72 SMITH STREET, DURBAN. Phone: 2-952! 
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WHEN A PLASMA SUBSTITUTE IS REQUIRED 


Intradex is a 6%, solution of degraded and fractionated 
dextran in normal saline. To ensure freedom from reactions, 
and constancy in composition, each batch is subjected 
to a series of 16 tests — physical, chemical and biological. 


THE NEAREST APPROAGH TO THE IDEAL 


Dextran is a polymer of glucose and is ultimately completely elim- 
inated from the body. In Britain itis felt that it satisfied adequately 
the criteria for a plasma substitute. (Brit. Med. J.,1951,2, 591.) 


IS INTRADEX—NOW MADE IN SOUTH AFRICA 


Intradex is effective clinically in cases of shock ; the results being 
almost identical with those obtained when plasma is used. This is 
particularly so in cases of burns. (Bull et. a/., Lancet, 1949, 1, 134.) 


Intradex has been awarded The South African Bureau of 
Standards’ mark, and is manufactured in South Africa to the 
specifications prepared by a Committee comprising nominees of 
Provincial Councils, the Medical, Veterinary and Pharmaceutical 
professions and approved by the Council of The South African 
Bureau of Standards. 


Available in 200z. transfusion bottles. MANUFACTURED BY: 


AFRICAN DEXTRAN (PTY.) LTD., EDENVALE, JOHANNESBURG 


THE CROOKES LABORATORIES LIMITED - P.O.B. 1573 - JOHANNESBURG) 


EXCERPTA MEDICA 


Fifteen journals containing pertinent and reliable abstracts in 
English of every article in the fields of clinical and experimen- 
tal medicine from every available medical journal in the world. 


The pric ar f annum (12 rts). 
we quoted below are pe Sm (TRADE MARK REGISTERED IN S. AFRICA, U.S.A. ARGENTINA) 


. Anatomy, Anthropology, Embryology and Histology £5 12s 
. Physiology, Biochemistry and Pharmacology £11 3s. 
3. Endocrinology £3 15s. 
. Medical Microbiology and Hygiene £5 12s. 
. Medical Pathology and Pathological Anatomy £9 6s 
. Internal Medicine £9 6s. 
. Pediatrics £3 15s. 
. Neurology and Psychiatry £5 12s. 
. Surgery £6 4s. 
. Obstetrics and Gynaecology £3 15s. 
. Oto-, Rhino-, Laryngology £3 15s. 
. Ophthalmology £3 15s. 
. Dermatology £6 4s. 
. Radiology £3 15s. 
. Tuberculosis £3 15s. 


We shall be pleased to send you a specimen copy 
Sole Agent for the Union: 
A. A. BALKEMA, Publisher and Bookseller 
1 Burg Street, Cape Town Telephone 2-9009 


SIMPLE 


CUNICALLY SAFE 


LIPOLYSIN IS EFFECTIVE IN CONTROLLING OBESITY BY 
INCREASING FAT OXIDATION THROUGH STIMULATION OF 
METABOLIC PROCESSES. 


LIPOLYSIN CONTAINS 
@ THE ACTIVE HORMONES OF THE THYROID 
@ PITUITARY (ANTERIOR LOBE) and 
@ THYMUS 
@ ORCHITIC SUBSTANCE IS ADDED TO THE MALE 
@ OVARIAN SUBSTANCE IS ADDED TO THE FEMALE 
FOR 


CONTAINS NO DINITROPHENOL 
PARENTERAL ADMINISTRATION: IN BOXES OF [2x2 cc 
AMPOULES 
FOR ORAL ADMINISTRATION: IN BOTTLES OF 100 TABLETS 


SUPPLIES AND FURTHER INFORMATION FROM 
OUR DISTRIBUTORS IN SOUTH AFRICA 


SIVE BROS. & KARNOVSKY tro.. 


JOHANNESBURG and DURBAN 


CAVENDISH cuemicat co. (wew York) LTD.., 


OXFORD WORKS, WORSLEY BRIDGE ROAD, LONDON, S.E.26 


| 
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JOHANNESBURG 


Medical House, 5 Esselen Street. Telephone 44-9134-5, 44-0817 
Mediese Huis, Esselenstraat 5. Telefone 44-9134-5, 44-0817 
PRAKTYKE TE KOOP : PRACTICES FOR SALE 
(Pr S34) Progressive Transvaal town dispensing practice 
Average gross income £3,500 p.a. Excellent surgical facilities 

Owner going overseas 

(Pr'S31) O.V.S.-praktyk Goce geleentheid vir algemene 
geneesheer met aanleg vir snywerk. Alle fasiliteite. Medisyne 
word aangemaak. Moet tweetalig wees. Jaarlikse inkomste 
£2,400. Ejienaar gaan verder studee! Premie vir klandisie- 
waarde, instrumente en voorrade £1,500 Een maand 
introduksie sal gegee word 
(Pr S35) Eastern Transvaal 
gross income, £3,500. House for sale at £3,000. Large bond 
available. Premium £1,750. Terms open for discussion 
(Pr'836) O.F.S. dispensing practice Annual income, £3,000 
Practice is unopposed. House for sale at £2,000. Premium of 
£1,200 includes drugs and surgery furniture 

(Pr/S38) Uitstekende O.V.S.-praktyk Jaarlikse inkomste oor 
skrei £3,000. Medisyne word aangemaak. Huis en spreek- 
kamers sentraal geleé en te huur teen £5 p.m. Premie £1,250 
en terme kan gereél word. Hierdie praktyk brei nog daagliks 
uit. Eienaar wil hom graag in stad vestig 

(Pr/S39) Pretoria practice. Details on application 

(Pr/840) O.VS.-praktyk Medisyne word aangemaak. Groot 
woonhuis en spreekkamers te huur. Premie van £750 sluit 
spreekkamermeubels, medisyne en instrumente in. Terme kan 
geree! word 

(Pr'S41) Northern Suburbs of Johannesburg. Growing dis 
pensing practice. One appointment approx. £600 per annum 
North-facing flat can be obtained in the same building as 
surgery. Knowledge of Afrikaans not essential. Full details 
on application 

(Pr/S42) East Rand. Mainly non-European cash practice 
Average annual gross income, £2,800. Premium of £1,500 
required for goodwill, inclusive of furniture and drugs. Terms 
may be arranged. 

(Pr'$43) Bloemfontein Exceptionally well-established solus 
prescribing practice. Average annual receipts approx. £7,000 
Premium required, £4,250. Great deal of midwifery done 
Practice offers great scope for practitioner with surgical ability 
(Pr/S44) O.V.S.-goudveide. Bied uitstekende kanse vir uit- 
breiding Huisvesting beskikbaar Volle besonderhede op 
aanvraag 


Dispensing practice Annual 


MEDICAL EQUIPMENT 


(1/019) Zeiss microscope. Condition as new. £55 

(1/024) Bausch & Lomb microscope. Condition as new. Oi! 
high and low power lenses. Two eye-pieces. £60. 
(1/026) B.G.E. * Hanovia’ Ultraviolet lamp. Good condition 
£25 

(1/029) Examination Couch. {11 

(1/030) Cooke. Troughton & Simms Microscope in excellent 
condition. £40 


DEELTYDSE WERK VERLANG/ PART-TIME WORK 
REQUIRED 
(L’W122) Young doctor available for part-time work in 
Johannesburg. mornings and/or evenings. 


CAPE TOWN 
Posbus 643, Telefoon 2-6177 : P.O. Box 643, Telephone 2-6177 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 


(1029) Noord-Kaaplandse dorp met verpleeginrigting. Een 
aanstelling. Spreekkamers te huur teen £4 p.m. Profyt vir 
1951 was £2,500. Prys vir klandisiewaarde, meubels, instru- 
mente en medisyne is £750. Besonder billike terme vir 
afbetaling 

(1003) Transkei. Well-established dispensing practice. Total 
cash receipts 1951, £3,311. D.S. and M.O.H. appointments. 
Large well-built house for sale at £3,300. Premium required 
£1,500 


S.A. TYDSKRIF VIR GENEESKUNDE 


AAAI 


The Medical Association of South Africa : Die Mediese Vereniging van Suid-Afrika 


AGENCY DEPARTMENT 


AGENTSKAP AFDELING 


(1010) Cape Town. Practice with excellent. scope for expan- 
sion. Average annual receipts £1,100. Premium required, 
£1,050 which includes drugs, few instruments, half-share 
furniture. Consulting rooms shared with specialist. 
(1016) Eastern Province. Unopposed solus practice. Average 
innua!l receipts, £2,471. Premium for goodwill, £1,000. Drugs, 
furniture and instruments offered at £190. Terms available 
Attractive modern home to rent at £8 10s. p.m. Rental roomy 
surgery, £3 p.m 

CONSULTING ROOMS TO LEI 
(985) Cape Town. Two very fine rooms in excellent situation 
Rental £17 p.m. Equipment for sale. Available as from June 
(1017) Cape Town specialist with 2 rooms very well situated, 
wishes to share same. Own use limited to 14 hours daily 


NURSING HOME FOR SALE 
(1020) As concern large centre 
pplication 


ASSISTENTE PLAASVERVANGERS VERLANG 
ASSISTANTS LOCUMS REQUIRED 

(1030) Western Province hospital town, From approximately 
>S May for 6 weeks. Partnership practice. £2 12s. 6d. p.d 
plus car allowance and board and lodging 
(1029) Eastern Province. From 2 June for | month at Health 
Centre £2 12s. 6d. p.d. plus rail warrant and board and lodging 

LOCUM TENENCY ASSISTANTSHIP REQUIRED 
(1013) In Cape Town or immediate environs from 3 May 
onwards by single. Gentile doctor, qualified at Witwatersrand 
n 1950 Apart from general medicine, main experience in 
general minor and casualty surgery and anaesthetics 


VENNOOTSKAP VERLANG : PARTNERSHIP REQUIRED 
(811) Protestant G.P.. qualified 9 years, married, with varied 
G.P. experience, seeks partnership 

. 


DURBAN 
i112 Medical Centre, Field Street. Telephone 24049 
PRACTICES FOR SALE : PRAKTYKE TE KOOP 

(PD6) Radiological practice, established 1923, in large coast 
city Equipped for diagnosis, superficial and deep X-ray 
therapy and also superficial radium therapy. Extensive ground- 
floor rooms to be taken over on long lease. Premium required 
£6,750 cash, or terms arranged under suitable guarantees. For 
immediate sale 
(PD7) Solus prescribing practice on Natal South Coast. Scope 
for Native practice which at present is discouraged. Hospital 
facilities available at Port Shepstone Hospital, approximately 
10 miles from consulting rooms Premium required £2,500, 
which includes instruments, drugs, and furniture. Cash is pre- 
ferred, but terms could be discussed. It is preferred not to 
sell this practice before the end of June 1952, but introduction 
could commence without delay and principal will allow half 
the net income. No appointments held. House is for sale at 
£4,500, partly furnished, but is not part of the practice 
(PD&) Natal South Coast practice. Would suit retired doctor 
European population approximately 100 31 miles from 

2? Premium required £400, 


Details on 


Bizana, 22 miles from Margate 
includes a good stock of drugs, dressings, instruments and 
surgery furniture. House for sale £1,800, including stand of 
4 morgen. For immediate sale 
(PD9) In large coastal City. Specialist in Physical Medicine 
wishes to dispose of private practice immediately. Centrally 
situated Rooms, full equipment and staff including Physiothera- 
pists to be transferred 
(PD10) General Practice Natal Inland City. European and non- 
European patients. Scope for midwifery and surgery. Premium 
required £1,250, cash preferred but terms will be considered. 
For immediate sale 
LOCUM REQUIRED 

General Country Practice in Zululand 
Locum must possess 


For month of July. 


£3 3s. per day plus £5 car allowance 
Afrikaans essential. 


his car 


—_ 
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Transvaalse Provinsiale \dministrasie 
VAKATURES BY PLUBLIEKE HOSPITALE 


Aansocke word ingewag van kandidate met geskikte kwalifikasies 
vir die onderstaande poste by Publicke Hospitale in die Transvaal 
Aansoeke moet gerig word aan die Geneeskundige Superinten- 
dent of Verantwoordelike Geneesheer van die betrokke Hospitaal 
en moet volle besonderhede bevat aangaande dic ouderdom, 
professionele, akademiese en taalkwalifikasies, ondervinding en 
huwelikstaat van die applikant en moet voorts ‘n aanduiding 
bevat van die vroegste datum waarop diens aanvaar kan word 


ines 
Plus £180 p.j. huis- 
toclae Getroud 
plus (a) hieronder 
Ongetroud plus (>) 
hieronder 


Hospitaal bVakature Salaris 
Heidelber Verantwoor £1,000 « 50 
Tvi delike Ge 1,200 


neesheer (1) 


Johannesbure  Noltvdse £1,800 pj Moet geregistreer- 
Hospitaalh Chirure (1) de medciese prakt 
stuur en Dir syn wees Hoes 


kwalitikasies in Chi 
rurgie vereiste 
Getroud plus (a) 


Universiteit 
van die Wit 
watersrand 


hieronder Onge 
troud plus (+) hier 
onder 
Sabie Decltydse £170 p.j Fen sessie per week 
Algemene 
Praktisyn 
Wolmarans Deeltydse £205 p.j Een sessie per week 


stad Ortopediese 
Chirurg (1) 


(a) £320 p.j. lewenskostetoelac 
(b) £100 p.). lewenskostetoclac 


Van persone wat aangestel word, sal verwag word om bevredi 
gende sertifikate in te dien, asook om hulle te onderwerp aan ‘n 
geneeskundige ondersoek by die betrokke hospitaal 

Aansoek vorms is verkrygbaar van die Provinsiale Sekretaris, 
Afdeling Hospitaaldienste, Posbus 383, Pretoria 

Benewens jaarlikse salaris ontvang voltydse werknemers op 
die oomblik lewenskostetoelac, spoorwegkonsessic en word verlot 
toegestaan ooreenkomstig dic hospitaal veriofregulasies 

Die sluitingsdatum van aansocke vir die poste is 26 Mei 1952 

35039 


Assistant Medical Officer Wanted 


Applications are invited for the position of additiona 
Assistant Medical Officer The salary will be £75 per month 
with a cost-of-living allowance of £25 per month. In addition 
a free unfurnished house will be provided 

Preference will be given to a married doctor with not less 


than 2 years’ experience following internship 

The successful applicant will be expected to commence duty 
on or as soon as possible after 15 June 1952 

Full particulars concerning the appointment as wel! as the 


prescribed application form may be obtained from the Chiet 
Medical Officer, The Mine Hospital, O'okiep Copper Co. Ltd 
Nababeep, Namaqualand. This appointment has the approval 
of the Medical Association 


Industrial Counc for the Clothing Industry 
EASTERN PROVINCE: SICK BENEFIT FUND 


Applications are invited from medical practitioners resident in 
East London for the position of part-time fund medical 
officers to the abovementioned Sick Benefit Fund Full details 


of the conditions of the appointment may be obtained on 
application to the Secretary of the Industrial Council of the 
Clothing Industry, Eastern Province, P.O. Box WSI, Port 
Elizabeth 


S.A. MEDICAL 


JOURNAL 


Siekefonds van die Suid-Airikaanse 
Spoorwee en Hawens 


AANSTELLING VAN SPOORWEGDOKTER, 
POTGIETERSRUST 

Aansoeke word van geregistreerde mediese praktisyns ingewag 
vir die betrekking van Spoorwegdokter, Potgietersrust, en spoor- 
wegtrajek Drummondlea (insl.) tot by Opblaas (insl.), teen ‘n 
salaris van £217 per jaar, plus die gelde en toclaes wat in die 
regulasies van die Siekefonds voorgeskryf word, en met die reg 
om privaat te praktiseer 

Die salaris is onderhewig aan wysiging in ooreenstemming met 
die sensus van lede wat op | April van elke jaar afgeneem moet 
word 

Die aanstelling geskied kragtens die regulasies van die Sicke- 
fonds, en opsegging van dienste is onderworpe aan vier maande 
kennisgewing deur een van beide partye 

Die suksesvolle applikant moet op Potgietersrust woon, diens 
aanvaar op ‘n datum wat gereél sal word, en sy pligte ooreen- 
komstig die regulasies van die Fonds uitvoer 

Aansocke moet die Distriksekretaris, Distriksiekefondsraad, 
Oos-Transvaal, Scheidingstraat, Pretoria, nie later nie as 2 Junic 
1952 bereik, en applikante moet die volgende vermeld 

(1) Volle naam 

(2) Kwalifikasies (waar en wanneer verkry) 

(3) Ondervinding (waar en wanneer verkry en opgedoen) 

(4) Datum van geboorte 

(5) Land van geboorte 

(6) Getroud of ongetroud 

(7) Of ten volle tweetalig 

(8) Of Suid-Afrikaanse burger 

(9) Watter staatsbetrekking, indien enige, beklee word 

Werwing deur of ten behoewe van enige applikant ste! so'n 
applikant bloot aan diskwalitikasie. Enige ander besonderhede 
wat verlang word, kan op aanvraag van die Distriksekretaris by 
bovermelde adres vekry word 


17 May 1952 


P. J. Kiem 
Johannesburg Hoof Sekretaris 


17 Mei 1952 


for Sale 


Zeiss monocular microscope with mechanical rotating stage 
rackwork sub-stage and triple nose piece. Objectives: 16 mm 


4 mm., L8 oil immersion and 1.8 dry. Eyepieces: Sx and 10x 
Condenser: 1.4 N.A. with iris diaphragm. Complete in wooden 
case. Price £50 


Mackintosh 2-blade direct laryngoscope. Practically new 
Cost £16 Has hardly been used Highest offer will be 

Apply ‘A. L. T." 


P.O. Box 643, Cape Town 


lo Let 
furnished or unfurnished, in medica! 
building in large rapidly growing middle-class residential 
suburb in Durban. Watting room, nurse and telephone to share 
with dentist. Ideally suitable for medical man from overseas 
or with no Afrikaans. Write: “A.L.O” P.O. Box 643, Cape 
Town 


Professional suite, 


Intern Wanted 
Applications are invited for a vacant post of Resident Medica! 
Otheer, as from 1 July, at the Moroka Mission Hospital 
Salary (inclusive of cost-of-living allowance) £290 p.a. plus 
board, lodging and laundry 
Write details to Medical Superintendent, P.O. Box 5, Thaba 
"Nchu, O.F.S 


Wanted 


Post wanted as assistant or locum in Cape Town area. 
L. P.O. Box 643, Cape Town. 


Write 


Mepicat House 35 Wale Street, Cape Town. 


=.Printed by Cape Times Ltd., Parow, and Published by the Proprietors, THe MepicAL AssociIATION OF SOUTH AFRICA, 
P.O. Box 643. Telephone 2-6177. 


Telegrams: ‘Medical’ 
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Provincial Administration of the 
Cape of Good Hope 


HOSPITALS DEPARTMENT 
HOSPITAL BOARD SERVICE: VACANCY 


1. Applications are invited from pe gone medical prac- 
uuuoners for appointment to the post o' al practitioner. 
Grade *B’, on the fixed establishment of the Conradic 
Hospital, Pinelands, with salary on the scale £720 x 40—£960 
per annum. 

The conditions of service are arve in terms of 
Hospital Board Service Ordinance No. 19 of 1941, as amended, 
and the regulations framed thereunder. 

3. In addition to the scale of salary indicated cost-of-living 
allowance at rates prescribed from time to time by the 
Administrator is payable to whole-time officials and employees. 

4. A house at a reasonable rent will be available for the 
successful candidate. 

5. The successful candidate, if not already in the —— 
Board Service, will be required to submit etdatanty irth 
and health certificates. 

6. A plication must be made on the prescribed form 
(Staff 23). which is obtainable from the Director of Hospital 
Services, P.O. Box 2060, Provincial Building, Wale Street, Cape 
Town, or from the Branch Representatives of the Hospitals 
Department, at Cape Town (P.O. Box 1487), Port Elizabeth 
(P.O. Box 80), East London (P.O. Box 13), Kimberley (P.O. 
Box 618), and Umtata (P.O. Box 202), or from the Secretary 
of a Board in the Cape Province. 

a application forms must be addressed to 
the Director of Hospital Services, P.O. Box 2060, Cape Town, 
and must reach him not later than 28 May 1952. Candidates 
must state the earliest date on which they can assume a 


Provincial Administration of the Cape 
of Good Hope 


HOSPITALS DEPARTMENT 
QUEEN MARY HOSPITAL, UITENHAGE 
MEDICAL PRACTITIONER GRADE ‘A’ 


Applications are invited from ony qualified persons for 
the abovementioned post. The salary applicable thereto is 
£500 x 60 x 100—£720 p.a. plus cost-of-living allowance at civil 
service rates. 

The appointment will be made on contract a a period of 
12 months as from 1 July 1952 and may be extended by 
— agreement. 

appointment will be made in terms of and be subject 
to = ospital Board Service Ordinance No. 19 of 1941 and 
the Regulations framed thereunder. 

Applications on forms Staff 23 (in duplicate), which are 
obtainable from all Hospital Offices in the Cape Province, must 
be addressed to the Medical Superintendent, Queen Mary 
Hospital, Uitenhage, so as to reach him not later than noon 
on ednesday. 4 June 1952. 

M. S. Ofsowitz 


P.O. Box 177 Medical Superintendent 
Uitenhage 758 
28 April 1952 


Municipality of Bethulie 
NOTICE NO. 4/2/1—1952 
VACANCY: PART-TIME MEDICAL OFFICER OF HEALTH 


Applications are hereby invited up to 24 May 1952, for the 
post of part-time Medical Officer of Health in terms of 
Article 19 of Government Notice No. 49 of 11 January 1946 
African Medical Council). 
and qualifications must be stated. 
1 particulars attached to the post and remuneration will 
be on application. 


J. A. Venter 
Bethulie Town Clerk 
30 April 1952 


S.A. TYDSKRIF VIR GENEESKUNDE XXXV 


Provinsiale Administrasie van die Kaap 
die Goeie Hoop 
HOSPITAALDEPARTEMENT 
HOSPITAALRAADSDIENS: VAKATURE 

|. Aansoeke word ingewag van vir 
aanstelling in die pos van geneesheer, Graad ,B’, op die vase 
dienste van die Conradie-hos Pinelands, met salaris 
volgens die skaal £720 x 40-—£ 

2. Die diensvoorwaardes word 
Ordonnansie op Hospitaalraadsdiens nr. 19 van |! 
regulasies wat daarkragtens opgestel is. 

3. Benewens die salarisskaal soos aangedui is lewenskoste- 
toclae betaalbaar aan voltydse beam en we teen 
die bedrae wat van tyd tot tyd ur dic Administrateur 
word. 

4. ‘n Huis teen ‘n redelike huur sal beskikbaar wees vir die 
suksesvolle kandidaat. 

5. Die geslaagde kandidaat, indien nie reeds in die Hospitaal- 
raadsdiens nie, moet bevredigende geboorte- en gesondheid- 

6 ansoek moet n word op dic voor rewe vorm 
(Staf 23) wat verkrygbaar is by die Direkteur van Hospitaal- 
dienste, Posbus 2060, Provinsiale Gebou, Waalstraat, Kaapstad, 
of by die Takverteenwoordigers van die Hospitaaldepartement 
te Kaapstad (Posbus 1487), Port Elizabeth (Posbus 80), Oos- 
Londen (Posbus 13), hee (Posbus 618), en Umtata 
(Posbus 202), of by die Sekretaris van enige Skoolraad in die 

ie ingevulde aansoekvorms moet aan die Direkteur van 

Hospitaaldienste, Posbus 2060, Kaapstad, word en moet 

hom uiters op 28 Mei 1952 bereik. idate moet die 

vroegste datum meld waarop hulle diens kan 
6 


Provincial Administration of the Cape 
of Good Hope 


HOSPITALS DEPARTMENT 


Applications are invited from registered medical 
for the undermentioned vacant posts at the Vict 
Wynberg. 

(1) Honorary senior consulting physician. 

(2) Honorary junior consulting physician. 

The appointment will be for 5 years, but may be terminated 
before the end of that period if and when the medical staffing 
of the hospitals is reorganized. 

Applications containing particulars of age, quntiioetions, 
experience, etc., with copies of recent testimonials should be 
forwarded to the undersigned not later than noon on Saturday, 


14 June 1952. 
I. P. Walton 
Acting Branch Representative 
Hospitals Department 20257 
Industry Building 
58 Loop Street 
Cape Town 


* 
Munisipaliteit Bethulie 
KENNISGEWING NR, 4/2/1—1952 
VAKATURE: 
DEELTYDSE MEDIESE GESONDHEIDSBEAMPTE 
Aansocke word hiermee ingewag tot 24 Mei 1952, om die 


betrekking van  deeltydse mediese gesondheidsbeampte 
ingevolge reé| 19 van Goewermentskennisgewing Nr. 49 van 
1! Januarie 1946 (Suid-Afrikaanse Geneeskundige Raad). 
Ondervinding en kwalifikasies moet gemeld word. 
Alle besonderhede aangaande die betrekking en besoldiging 
sal op aanvraag verskaf word. J. A. Venter 


Bethulie Stadsklerk 
30 April 1952 
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HYPERACIDITY: 


GENTLE TWO STAGE 
CONTROL 


(i) Immediate neutralization of excess acid and 
prompt relief from pain. 


(2) Prolonged adsorption and gradual neutral- 
ization of any further acid secreted. 


Alimex is a pleasantly flavoured Alimex acts without liberating carbon 
colloidal preparation of aluminium dioxide, so that there is no risk of 
hydroxide with magnesium hydroxide. acid rebound. 

It corrects gastric hyperacidity, relieves After the administration of Alimex the 
gastro-intestinal irritation and is a stomach contents remain sufficiently 
valuable adjunct in the medicinal treat- acid to permit normal digestion with- 
ment of peptic ulcer. out interruption. Bottles of 8 fi oz. 


ALIMEX 


ANTACID ABSORBENT 


Literoture, samples ond further information: 
B.P.D. (S.A.) (PTY.) LIMITED, 275 Commissioner Street, 
P.O. Box 8116, Johannesburg. 
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